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THE PRESENT STATUS OF OTO-LARYNGOLOGY.* 
JAMES F. MC KERNON, M. D., NEW YORK. 
Fellows of the American Laryngological, Rhinological, and Oto- 
logical Society : 

It is my pleasure and privilege to welcome you to Washington, 
that-we may hold the sixteenth annual meeting of our Society. In 
extending to you a welcome, I wish also to thank you most sin- 
cerely for the high honor which ‘you have conferred upon me in 
electing me your presiding officer. It is an office by no means easy 
to fill, when one glances for a moment at the names of my distin- 
guished predecessors who have so ably and faithfully discharged 
the duties incumbent upon them while in this position, but it has 
been made pleasant and easy for me by the loyal, enthusiastic, and 


consistent support of you, its members. For this support I thank 
vou most heartily. 


We have with us at this meeting as our honored guest, Dr. James 
Kerr Love, of Glasgow, Scotland, the foremost educator on the 
continent of that poor unfortunate, the deaf-mute. We are singu- 
larly fortunate in having Dr. Love with us, and owe him our sin- 


cere thanks for having journeyed across the water to give us the 
benefit of his years of teaching and experience in this most import- 
ant subject,—a subject which has been greatly neglected from the 
otological standpoint, except for the work done here and there by a 
pioneer like Dr. Love. It is the hope of your President and, I am 
sure, of all of you, that he will so imbue us with the spirit of the 
valuable work he is doing, and that we may gain such knowledge 
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from the interesting symposium arranged for this meeting, that all 
of us may be stimulated to do better and more conscientious work 
along these lines than we have ever done before. To you, Dr. Love, 
we extend our heartiest greetings, and bid you welcome to America 
and to our Society. 

The scientific work done in the past by the members of our 
Society is second to none, and the original work of investigation 
as pursued by some of our members, notably that done by Jack- 
son, needs no commendation from me. By his thorough, careful, 
and painstaking methods of investigation, he has placed the sub- 
ject to which his name will be forever linked on a plane which is 
highest in this country and equals that of any investigator abroad. 

Another member who has singularly distinguished himself along 
the lines of original research work during the past two years has 
been Loeb. 

While it is pleasant to look back upon the work done by our 
members in the past, we must not forget for a moment the many 
fields of investigation that are constantly presenting themselves 
for original research work and study. Amongst the many may 
be mentioned the comparatively new field now being so diligently 
worked in by the investigators of the various vaccines. Let us be 
so stimulated by the work which has been done along these lines 
that we, as workers in the different specialties which we represent 
may seek a deeper knowledge of these sera, so that in the near 
future we may come to understand more clearly their action and, 
thus understanding, apply them in our daily work for the cure and 
prevention of disease. 

The most important recent advance in otology has undoubtedly 
been in connection with the labyrinth. This advance has been due 
in greatest measure to the researches of Barany, Alexander and 
Neumann. The acoustic labyrinth and the static labyrinth have 
been definitely differentiated; the pathology and symptomatology 
of labyrinthine disease have been carefully worked out, and a prac- 
tical method has been devised whereby, with the aid of rotation, 
caloric, galvanic, and other tests, a diagnosis of the different laby- 
rinthine diseases can reasonably be reached. It is difficult to over- 
estimate the value of this work. While the otologist is most di- 
rectly benefited, every branch of medicine is a gainer by this addi- 
tior to our knowledge. The questions of vertigo and nystagmus 
have had new light thrown upon them, and their significance has 
been taken from the dim realm of doubt and placed upon a reason- 
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ably secure scientific basis. Apart from a mere increase of our 
theoretical information, there is an intensely practical side in con- 
nection with this work. The methods of attacking the diseased 
labyrinth by operation have been and are being studied ; the opera- 
tive indications have been established, and many lives will be saved 
which without such knowledge would be lost. 

While the physiological and pathological aspects of this subject 
have been investigated abroad, the American surgeon, alert to un- 
derstand and improve, has already taken part in this work, par- 
ticularly with reference to the operative technic. It is not too much 
to hope that further study and investigation on the part of members 
of this Society will advance this most important and difficult work 
to an even higher and more practical plane. 

Advances have been made in rhinology commensurate with those 
in our other specialties—-the most important of which are the 
diagnosis anc treatment of diseases of the accessory sinuses. In- 
creased knowledge has enabled the rhinologist to differentiate dis- 
eases of the sinuses and to institute appropriate surgical measures 
for their relief. A most important adjunct in diagnosis has been 
the application of the X-ray, and with this particular work the 
name of one member of the Society is prominently identified, that 
of Dr. Coakley. 

The advance in laryngology during the past vear has dealt almost 
exclusively with methods in technic in removing new growtiis and 
foreign bodies from the larynx, trachea, bronchi, and esophagus. 
By the invention of many new instruments for work in these special 
regions, most brilliant results have been obtained, and many cases 
have been relieved and cured that otherwise would have resulted 
fatally. Many of our members are now most actively engaged in 
this work, and it*is hoped that stiil greater advances may be made 
in it in the future. 

During the past vear our Society has lost by death three of its 
members. Dr. Sprague, of Providence, R. I|., contracted blood 
poisoning in the discharge of his duty while operating upon a 
patient, and lived but a few days. He was one of the most active 
members of this Society and gave to us valuable and frequent 
contributions from a large and ripe clinical experience. We shall 
miss seeing him in the meetings to conie, and all of us who knew 
him feel that in his death the Society has lost one of its most valued 
members, and we, a warm and loyal friend. 

Dr. McGahan, of Aiken, S. C., a member well known to all of 
vou. died early this vear. He was a former Chairman of the South 
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ern Section, and one of the best known of our members in the 
South. His work in pulmonary and laryngeal tuberculosis was of 
the utmost value, and his many contributions on this subject are 
standard references to-day. His attractive personality endeared 
him to all with whom he came in contact, and his death leaves a 
gap in our ranks by no means easy to fill. 

Dr. Peter Burnett, of Brooklyn, N. Y., another one of the mem- 
bers of our Society, died last June, after a short illness. He was 
well known to many of our older members and his loss is keenly 
regretted. 

I now approach a subject which I consider of great importance 
from the standpoint of the specialist, and one in which I feel sure 
many, if not all, of the members of this Society feel as deep an 
interest as I do. The undergraduate schools of the country have 
kept well. abreast of the times in providing instruction for the med- 
ical student in keeping with advanced requirements here and else- 
where. The first post-graduate school in the world was and is an 
American institution, but it is open to question if any one school 
has yet succeeded in laying out a plan for the education to the 
best advantage of physicians seeking instruction in our specialties. 
A well-equipped specialist, whatever his particular line may be, 
should, in the first place, be a well-equipped general man. His 
undergraduate course should be supplemented by a hospital train- 
ing in medicine and surgery, and, following this, he should engage 
in the general practice of his profession for a period of years. 

“This last proposition seems entirely reasonable when we consider 
that the diseases which we, in our special branches are most fre- 
quently called upon to treat are, in the main, but complications of 
other and general conditions. However much the diagnosis and 
treatment of these diseases may call for exact and minute knowl- 
edge, only to be acquired by special study and training, still the 
fact remains that the broad-minded well-informed man will surely 
be better able to care for his patients than the man whose field of 
vision is limited by what he can observe through a nasal or aural 
speculum. Moreover, in complicated cases it may be of the utmost 
importance to distribute values, that is, rightly to place cause and 
effect ; and here there can be no question of the benefit, particularly 
to the patient, of a good general training. Service as an interne 
in one of the special hospitals is an excellent method of rapidly ac- 
quiring a large experience. Only a limited number of men, how- 
ever, have the time and the means to take advantage of this method, 
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and it is a matter of experience that these men are most likely to 
engage immediately in the practice of their specialty without seek- 
ing the benefit that would be obtained by general practice, and this 
seems to be the weakest point in this particular method. 

In the larger cities, the common custom of to-day seems to be 
that a young man, while still engaged in general practice, attaches 
himself to the staff of a clinic. Beginning at the lowest round of 
the ladder, he has no difficulty in gradually acquiring knowledge 
and experience. Under the supervision of his seniors he sees, and 
later shares, in the operative work. His reading is directed and 
he is able to pursue his cadaver work and take advantage of all 
the opportunities which large communities offer. By degrees the 
special work of such a man accumulates, and in due course of time 
is produced the excellent type of specialist with whom we are to-day 
most familiar. 

In scattered communities conditions are entirely different. When 
occasion arises, the need for the services of the specialist is just as 
urgent as in the cities, but the facilities for his training are en- 
tirely lacking. The man intending to study a particular line under 
these circumstances must give up active work for a time and look 
for instruction in one of the large centers of population. 

This brings up the whole question of so-called post-graduate 
teaching. There are several institutions in the country giving this 
class of instruction, and much of the work they have done in the 
past has been admirable; but many objections can be made to their 
methods, and suggestions offered for their betterment. The busy 
physician who feels the need of revising his work or of informing 
himself of more modern methods, and who becomes a student at 
such an institution, is a real post-graduate student. The work in 
which he engages is work with which he is already more or less 
familiar and work which he will pursue when he returns to 
practice. The teaching of this student is rightly almost exclusively 
clinical. On the other hand, the physician who seeks instruction, 
let us say, on the ear, is in an entirely different situation, As a 
rule, he has done little or no work in this subject, and is practically 
ignorant concerning it. This student is by no means a post-gradu- 
ate student, so far as this particular branch is concerned, but is 
rather in the position of an under-graduate. The schools have 
failed to make this distinction, and have also failed rightly to pro- 
vide for the instruction of this last class of students. Many of 
you are teachers in post-graduate schools and are familiar with 
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the type of student who, after a six or eight weeks’ course, mostly 
spent in desultory work in the clinics and watching others operate, 
returns to his home, frequently with an imposing diploma, to prac- 
tice on an unsuspecting community, That this procedure is wrong 
and should not be continued, cannot be disputed. Its correction is 
largely in your hands, and your President urges, as one of the real 
needs of the day and making for the betterment of our profession, 
that adequate arrangements be made for the instruction of our stu- 
dents, that the courses be lengthened within reason, that didactic 
instruction be faithfully carried out, that work upon the cadaver 
be insisted upon, that clinical work be encouraged, and, lastly, that 
no school give the mark of its approval in the shape of a diploma 
to any student who has not satisfactorily met all these require- 
iments. 

In the rapid and energetic growth of a Society such as ours, we 
are at times prone to overlook some of the principal objects for 
which such a Society was originally formed, thereby unconsciously 
doing harm,—first to individuals who wish to join our Society ; 
and, second, to the Society itself, by causing barriers to be raised 
which tend to keep out the young man who should be welcomed 
into membership. To-day, our standard for membership is the 
highest of any special society in this country, if not in the world, 
and by no means do I wish to be understood as deprecating this ; 
but what I do wish is to make this plea: When a candidate comes 
before the Council of this Society and is vouched for by men in 
the Society as to his qualities as a man and as to his scientific 
attainments in the profession he practices, then, | believe that, all 
things being equal, such a candidate should receive consideration 
on the basis of what he is and what kind of work he is doing rather 
than on what kind of a thesis he can write. Such a candidate may 
not be in a position where‘he is the fortunate possessor of large 
and varied clinical material; he may be far away from large clinical 
and special centers and yet. with the diminished advantages he has, 
in doing good, honest, faithful work, he wishes to advance in his 
specialty by becoming a member of a society, so that he may attend 
the meetings and learn of advances in his special field of work, 
and come in contact with the best men doing this work, by this 
contact carrying back with him to his work an enthusiasm and a 
knowledge to which heretofore he has been a stranger. I believe 
were we to be placed in the same position, under similar limited 
advantages, we could do no better. Let us then, in the future, 
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when considering such an application for membership, be guided 
more by our knowledge of the candidate’s good qualities than by 
the fact of his ability or inability to write a classical thesis. An 
individual’s knowledge is greatly increased by what he can learn 
from others, and free discussion in a Society like ours has been of 
untold advantage to every member ; and it is just this that we have 
occasionally been denying to the young candidate. 


In closing, I wish to speak of the excellent work done by our 
various Sections during the past year. Your President was, un- 
fortunately, able to attend but one of these meetings during the 
year, and he regrets very deeply that he could not attend more of 
them. The extensive and attractive programs arranged by the 
Chairmen of the several Sections reflect much credit upon them, 
and the Society owes them warmest thanks for the enthusiasm 
exhibited in arranging such a scientific treat as they gave us during 
the past year. 

Your President wishes to acknowledge with sincerest thanks the 
help which has been given to him by our most able and conscien- 
tious Secretary during the past vear. To his unaided efforts is due 
the splendid program upon which we will shortly begin. 

Again thanking you for the honor conferred upon me, I now 
declare the Sixteenth Annual Meeting of the American Laryn- 
gological, Rhinological, and Otological Society open for business 
in accordance with the program before you. 


62 West Fifty-Second Street. 


Combined Forceps and Tonsillar Separator. C. F. \Wery. Jour. 
A. M. A., Oct. 15, 1910. 

C. F. Welty describes and illustrates a new combined forceps and 
tonsil separator which has the advantages of being strong, locked 
together instead of having screws, and hence is easily kept clean, 
is easily and quickly threaded, and has a new device for fastening 
the wire, which, once clamped, tightens it the harder it is pulled. 
The instrument is blunt-ended, which prevents its puncturing the 
capsule, and can be used for blunt dissection. The bend on the 
end is useful by pressure to prevent loss of blood. 


THE NASAL PHENOMENA OF NEURASTHENIA.* 


BY CHARLES PREVOST GRAYSON, M. D., PHILADELPHIA. 


I am quite aware that my contribution to our program con- 
cerns a subject that may seem of minor importance and even in- 
terest, but to me nasal pathology as related to that of many sys- 
temic, nutritive and nervous disturbances has always made a special 
appeal, and I know of scarcely another instance in which the in- 
ter-relation of the two is so conspicuously apparent as it is in 
neurasthenia and its associated nasal phenomena. If a noticeable 
degree of nasal disturbance occurred in only a small proportion of 
those suffering from neurasthenia, and if it deserved to be regarded 


as of no more consequence than any other of the many subordinate . 


symptoms of this singular malady, or, perhaps, only as co-inci- 
dental, then, indeed, I would not have felt justified in asking you to 
consider this subject with me, but the fact—at least, as proved by 
my experience—that in a very large proportion of neurasthenics an 
appreciable and in many instances a very severe degree of intra-nasal 
neuro-vascular derangement occurs, and that this possesses not only 
pathologic, but also, with reference to the neurasthenia itself, very 
decided therapeutic importance, this sufficiently warrants, I think, 
my introduction of the subject. 

There is, in all probability, a considerable number of these cases 
in which it is not sufficiently aggressive to compel recognition, but 
this does not at all lessen the ill effects of the complication. If I 
needed any further excuse, would it not be found in the appalling. 
I had almost said the annoying prevalence of neurasthenia? I 
think it not unlikely that many of us have found that if there is 
one type of patient that gives us more care and disquietude than 
another, it is the neurasthenic, and it is the rapid numerical increase 
of this type that properly claims for it some special consideration. 

Recent neurology, I believe, draws a rather sharp line between 
inherited or essential neurasthenia and that which is acquired or 
more or less voluntarily assumed and which is, indeed, scarcely 
more than symptomatic of an auto-intoxication which exerts its 
pernicious effects upon the higher nerve centers. In the first class 
there is a congenital lack of neuronic energy; in the second a 


*Read before the Meeting of the American Laryngological Association, 
Washington, D. C., May 3, 1910. , 
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willful waste or poisoning of it. To the rhinologist there is little 
practical difference between the two. In both, the nasal phenomena 
are largely the same and are so unmistakably of nervous origin 
that they should never fail of recognition. In this connection, how- 
ever, is it not almost as surprising as it is regrettable that, with 
the single exception perhaps of hay-fever, so few general physi- 
cians and even neurologists recognize the distinction between the 
ordinary catarrhal inflammations of the nasal mucous membrane 
and its disturbances of nevro-vascular nature, a distinction which 
the rhinologist has so often drawn and so many times emphasized? 
Similar as they may be symptomatically, we are fully aware of their 
wide pathogenetic and pathologic differences. And perhaps this 
may not be an inopportune moment for me to recall a few of the 
features that differentiate hay-fever from the nasal disorder of 
neurasthenia. We are all familiar with the patient who suffers from 
a seemingly mild grade of hay-fever not only during the season 
appropriate to that disease, but at any period of, or, indeed, 
throughout the rest of the year as well. His discomfort may be 
continuous, remittent or intermittent. As a matter of fact, such 
patients are often most comfortable during the very season at 
which supposedly they should be most afflicted, and there is surely 
much significance in the fact that they may be noticeably relieved 
by the out-of-door life of the summer, their absence from home 
perhaps, and the physical and mental diversion that we usually en- 
jov at this time. It is noticeable also that very few of them exhibit 
any abnormal sensibility to the irritating principles of either plants 
or animals. It is-at once evident then that a broad line of dis- 
tinction can and should be drawn between these patients and that 
other large class, the members of which display a hyper-sensibility 
to irritants of external origin. Those of whom [| speak can, on the 
contrary, walk unharmed through summer fields or conservatories 
filled with flowers, can enter stables or caress cats with no develop- 
ment of nasal irritation nor aggravation of that which may already 
exist. Whatever the disturbing factor may be, therefore, it is 
quite obvious that it comes wholly from within, and in passing, I 
may call attention also to the fact that its action instead of being 
peripheral as in the case of hay-fever, may be central. And I think 
that this is the more likely because certain of the evidences of 
peripheral irritation that are present in rhinitis hyperesthetica are 
conspicuously mild or even absent in the nose of the neurasthenic. 
The sneezing, for instance, is far from being either as frequent or 
violent, there may be no secretory disturbance worth mentioning, 
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and the lacrimation and the itching at the inner canthus of the 
eye and in the roof of the mouth are apt to be entirely wanting. In 
spite, however, of the absence or insignificance of these symptoms, 
the actual conditions within the nose are as strongly marked in 
neurasthenia as in the periodic violence of hay-fever. The vaso- 
paresis and the infiltrative tumefaction of the turbinates have 
seemed to me at times even more extreme, and so complete has 
been the vascular stasis that I have freyuently incised the edemat- 
ous turbinates permitting the escape of a quantity of serum that 
was no more than very slightly tinged with blood. Is not such an 
intra-nasal condition as this quite sufficient in itself to account to 
a great extent for the almost continuous headache, the mental 
apathy and even the melancholia of neurasthenia ? 

It is for this reason that I say that its relief is of decided thera- 
peutic importance as furthering the cure of the central nervous 
derangement. Although neurasthenia may be a disease without a 
pathology of its own, yet it is unquestionably capable of so crippling 
or turning from their normal course certain physiologic processes 
that in time they may be caught in the current that sets towards the 
rocks of pathology. May not, for instance, the fibrillary contrac- 
tions of a defectively innervated muscle or group of muscles lead 
in time to such actual pathologic change as a progressive muscular 
atrophy? Something akin to this happens in the nose. At first 
there are transient hyperemias and moderate turbinate engorge- 
ments accompanied by dull headaches, neuralgias and even now 
-and then by a sort of pseudo-asthma. Later, the arterio-venous 
balance is more severely disarranged and for longer periods, serous 
extravasation occurs and the paroxysmal functional disturbance 
of the beginning ends in a persistent vascular paresis with all that 
this brings in its train. I do not say that I have seen many such 
cases, but I have had the opportunity of studying a sufficient num- 
ber to justify me, I think, in believing not only in the reality but 
the frequency of this distinctly neurasthenic type of nose, I be- 
lieve also that if it and the mental depression occasioned by it be 
ignored, they will prove a serious hindrance to the success of any 
general treatment of neurasthenia. As to the local measures of 
relief, it has seemed to me that cauterization alone is of scarcely 
any value, but that if the serum distended turbinates are first 
drained by free scarification or by multiple puncture, and this is 
followed by the application of the chromic acid crystal or the 
galvano-cautery electrode, a very prompt, decided and prolonged 
impression will be made upon the inert tissues. To such occasional 
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cases as those for whom we may be permitted to prescribe some- 
thing of a general nature, | am apt to give the glycero-phosphates 
of lime and soda in combination with full doses of strychnine, and 
it is often most gratifying to observe the rapidity with which the 
general improves upon the relief of the local condition. At least 
an approximate analogy exists between the results of local treat- 
ment in these cases and those following the removal of adenoid 
growths in children. In the one as in the other it is, as a rule, 
the extraordinary mental transformation that is most striking, and 
in both cases it is largely due, no doubt, to the exchange of nasal 
for mouth-breathing and to the accelerated venous and lymphatic 
circulation between the nose and the cranial cavity. I spare your 
patience the report of any of my cases, first, because | am confident 
that you have all had similar ones, and second, because it is only 
the conclusions that I have drawn from them that I wish to submit 


to your judgment. 


1435 Spruce Street. 


Acute Purulent Otitis Media and Its Treatment. ©. C. LAURENT, 
Jour. de Med. et de Chir., June, 1910. 

The author considers the uncomplicated case and after a brief 
resumé of the anatomy and etiology, emphasizes the necessity of 
the family practitioner familiarizing himself with the appearances 
of the normal drum-head by repeated examination of sound ears. 
Under the caption of “Abortive Treatment” he warns strongly 
against the use of opium in any form, nasal douches, and syringing 
of the external canal, as all liable to do harm 

He secures anesthetization of the membrane prior to paracentesis 


by the application of a mixture of equal parts of menthol, cocaine, 
and carbolic acid crystals. For children he prefers general anes- 
thesia. After incising the membrane, the canal is filled with car- 
bolized glycerine, and the ear covered with a pad and bandage. 
Where syringing is necessary to remove discharges, it should be 
stopped at the proper time to prevent maceration of the tissues. 

WIsHART. 


RESPIRATION FOR TONE-PRODUCTION. 
BY F. VICTOR LAURENT, M. D., PHILADELPHIA. 


A great deal has been written of respiration in its relation to 
tone-production, but the writers almost invariably confine them- 
selves to describing their method of inspiration and say very little 
of expiration, which is the all important part to the singer. When 
we speak of control of the breath we mean controlling expiration. 
One can be quite easily taught to inhale properly, but it is the abil- 
ity to control the muscles of respiration while producing tone that 
marks the artist. A German singer who came to me for instruction 
once said, “I can inhale all right but I don’t know how to ‘outhale.’ ” 
This I have found to be the case with a great many singers, and 
this is one reason why many singers with fine voices never become 
great artists. 

While in ordinary breathing expiration is entirely a passive return 
of the respiratory muscles to the normal, this is by no means true 
of the artistic type of breathing. For this one must gain such con- 
trol of these muscles as will enable him to relax them very gradually 
in order to produce pure tone freely. It is of no particular value 
to be able to hold the breath for a full minute or to count up to 
fifty while exhaling; the practical value to a singer consists in the 
ability to sustain tones, to sing piano, forte, or mezzo-voce at will, 
without allowing any air to escape unvocalized. One who does not 
have this control will produce “breathy” tones, which is very inar- 
tistic. 

It is true that there are singers whose natural voices are so beau- 
tiful that they succeed in spite of faulty methods of voice-produc- 
tion; but their voices do not last as long as they otherwise would; 
they have to take periods of rest, often having to cancel a good en- 
gagement, and sometimes have to undergo an operation as a conse- 
quence. 

There are three types of breathing taught by singing teachers, 
called, respectively, inferior-costal, abdominal and diaphragmatic. 
Among the great teachers and famous singers there seems to be a 
singular unanimity of choice of the diaphragmatic type. 

" Note—We deem this paper of special interest to laryngologists because 
of the view-points advanced by the author in his versatile experience 


as professional singer, vocal teacher and laryngologist.—Editor. 
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During the past eighteen yeats I have studied with nearly every 
celebrated teacher in Europe, including Garcia, Lamperti, Sr., San 
Giovanni and Delle Sedie, with whom I was assistant for several 
years in Paris. These men taught diaphragmatic breathing as a 
matter of course, just as they taught the Italian Method of singing, 
because it produced the best results, and that is why so many of 
their pupils became great artists, as for instance, Jenny Lind, Sem- 
brich, Albani, Nordica, Nilsson, Campanini, Del Puente, Santley, 
Tamagno, etc., and most of these artists have had extraordinarily 
long careers. 

My own experience also has proven its value. I made my debut 
at the age of eighteen as “Valentine” in “Faust,” and during a 
period of ten years, before I took up the study of medicine, I had 
developed a rang of three octaves extending to high C, and singing 
under all sorts of conditions the regular baritone repertoire of the 
Italian, French and German Schools, occasionally basso parts, and 
at times tenor roles. At the present time my voice is as good as 
it ever was, and in the opinion of several of our best laryngologists 
in Paris, Berlin, and Vienna, who recently examined my throat, 
my larynx is in perfect condition and the cords show absolutely no 
sign of hard usage. 

I will give a brief explanation of the inferior-costal and abdom- 
inal types before explaining in detail what we call diaphragmatic, 
or artistic breathing. 

The inferior-costal type, of which M. Sbriglia, of Paris, is the 
chief exponent, is explained as follows by Ballenger in his excel- 
lent work on “Diseases of the Nose, Throat and Ear” (page 503): 
“a. It is chiefly performed by the inferior portion of the chest 
walls and diaphragm. b. The upper abdominal walls also par- 
ticipate in the outward expansion. c. The inferior abdominal walls 
are maintained in a retracted position during inspiration and ex- 
piration. d. The upper chest walls are maintained throughout in- 
spiration and expiration in the position assumed during deep in- 
spiration,” that is, the upper chest walls are distended. 

I tried this method for one season, and while it made my voice 
lighter, I could not sing my high réles as easily as before, and I 
found I was losing my low tones. 

There are two forms of the abdominal type: In the first form, 
during .inspiration the abdomen is protruded downward and out- 
ward, and during expiration the abdomen is compressed inward 
and upward. Those who teach this type of breathing say that the 
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chest walls should not expand and they deliberately cut off the ad- 
ditional air that could be drawn into the upper part of the lungs. 
In the second form of abdominal breathing, the abdomen is re- 
tracted during inspiration and protruded during expiration, This 
is with the mistaken idea that the diaphragm is contracted during 
expiration. Mengozzi was an advocate of this type of abdominal 
breathing and advanced the following rules: 1. In speaking, the 
abdomen is protruded during inspiration and is drawn in during 
expiration. 2. In singing, the abdomen is drawn in during inspira- 
tion and protruded during expiration. Mandl published an article 
in the Gazette Medicale, in 1855, in which he proved the absurdity 
of this method on anatomical grounds. He showed that the de- 
scent of the diaphragm is facilitated by the outward expansion of 
the anterior abdominal wall during inspiration. 

The controversy as to which is the correct type of abdominal 
breathing hinges, therefore, on the action of the diaphragm. Is it 
contracted during inspiration or during expiration? 

Drs. Boyce and MacLachlan, in a very able article on the action 
of the diaphragm in tone production, in Tur LAryNcoscore, April, 
1910, have shown with the aid of the fluoroscope, that it is impos- 
sible to sustain a tone while the diaphragm is in a state of contrac- 
tion. (Nothing but an initiatory sound or staccato can be produced 
while the diaphragm is in this state). 

In this article they give an example of a clergyman who has had 
repeated attacks of hyperthrophic laryngitis caused by this method 
of voice-production, I shall quote from this article as it is a very 
good example of faulty voice-production. “When he speaks with 
his pulpit voice he makes his abdominal muscles very tense, and 
there is bulging of his abdomen sufficient to be easily observed vis- 
ually. When he spoke a continuous sentence in the same tone, his 
diaphragm rose as steadily as in our other cases, but when he re- 
peated the words with which the voice-teachers say he has trouble, 
his diaphragm would make a sharp excursion downward and 
promptly rebound again to a higher level and continue to rise until 
another explosive sound made it again rebound.” Drawing their 
conclusions from this, they say: ‘We feel quite sure that the state 
of the diaphragm in expiration for voice-production or in passive 
breathing cannot be contraction, for it cannot be contracted and at 
the same time pushed up into the thoracic cavity.” They also 
found from actual demonstration that, “it was absolutely impos- 
sible to produce any continued sound without having the line of the 
diaphragm rise sterdily in the thorax,” thus proving that the dia- 
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phragm cannot be contracted during expiration. Any attempt to 
do this will prove not only a very inefficient means of producing 
tone, but will also cause straining of the upper chest walls, which 
causes an irritation of the mucous lining of the bronchial tubes 
and consequently an over-secretion of mucous which makes the 
voice husky and harsh. 

In the diaphragmatic or artistic type of breathing we consider 
the diaphragm the principal muscle of respiration and the ambi- 
tion of the singer is to gain control of this muscle so that he can 
contract and relax it at will. 

When in a condition of rest the diaphragm presents a domed sur- 
face, concave toward the abdomen and consists of a circumferentia! 
muscular and a central tendinous part. When the muscular fibres 
contract, they become less arched or nearly straight, and thus cause 
the central tendon. to descend, and in consequence the level of the 
chest wall is lowered, the vertical diameter of the chest being pro- 
portionatly increased. In descending, the diaphragm presses on the 
abdominal viscera, and so to a certain extent causes a protrusion of 
the anterior wall; but in consequence of these viscera not yielding 
completely, the central tendon becomes a fixed point, and enables 
the circumferential muscular fibres to act from it and so elevate 
the lower ribs and extend the lower part of the thoracic cavity. 

When at the end of inspiration the diaphragm relaxes, the tho- 
racic walls return to their normal position in consequence of their 
elastic reaction and the elasticity and weight of the displaced vis- 
cera. 

Respiration, therefore, is effected by two different movements, 
the first, inspiration, is produced by the contraction and descent of 
the diaphragm and the dilation of the thorax; the second, expira- 
tion, in which the diaphragm relaxes and ascends and the thorax 
returns to its normal state. These two movements follow each 
other continually without interruption. Expiration provides the 
larynx with the current of air necessary to give vibration to the 
vocal tone, which finds its resonance in the oral cavity, the larynx, 
the nose and accessory sinuses. 

To obtain this natural result in its full extent. we must avoid dis- 
charging from the mouth, by a violent expiration, the air set in 
vibration. We must, allow time for the vibrations to propagate 
themselves in the resonance chambers, so that each tone may be 
transmitted in all its intensity by the air which surrounds us, the 
mouth acting as a speaking trumpet. A tone should be propelled 
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from the resonance chamber only by regular and successive vibra- 
tions, i. e., by continuous sound; any movement contrary to this 
acoustic principle will unnecessarily fatigue and greatly impair the 
sonority, flexibility and mellowness of the voice. To emit the vocal 
tone spontaneously, the air must enter the lungs without any shock, 
and in such a way as to effect a complete average inspiration, so as 
to avoid an excessive dilation of the thorax. The excessive dilation 
of the thorax provokes the escape of uncontrolled air, and dimin- 
ishes the resistance of the expiration which must always be slow 
and sustained, and which is accomplished by allowing the dia- 
phragm to relax slowly. Inspiration should be-renewed before 
expiration is altogether accomplished. Thus the jerky movements 
of the inspiration which do not give the lungs time to absorb the 
ambient air, will be avoided. To draw the air into the lungs, a 
sudden and vigorous inspiration is not necessary; the contraction 
and lowering of the diaphragm with the raising of the sternum is 
all that is necessary. This permits the lungs to expand and to ab- 
sorb a quantity of air as a moist sponge absorbs the liquid to which 
it is approached. Too forcible inspiration causes immediate expira- 
tion, which gives a panting respiration. 

To accustom one to the artistic type of breathing, I have found 
the following exercise very useful. Stand erect with shoulders 
thrown back. Inhale through the nose with the mouth closed, 
filling the lower part of the lungs by contracting the diaphragm 
which descending will exert a gentle pressure on the abdominal 
viscera. (The descent of the diaphragm is facilitated by pushing 
forward the anterior wall of the abdomen). The contraction and 
descent of the diaphragm will cause the lower ribs to be pushed 
out, thus filling the middle part of the lungs. Then fill the upper 
portion of the lungs by raising the sternum and dilating the upper 
chest walls, at the same time drawing in the lower part of the 
abdomen. As soon as inspiration is effected, count in a low voice 
up to the number 'you can attain without completely exhausting the 
breath, holding the chest in a firm position. and letting the dia- 
phragm relax slowly. Be careful not to let any air escape between 
the articulation of numbers. When the air is entirely exhaled, 
relax the chest walls. Repeat this exercise several times in suc- 
cession and the whole several times daily. This exercise will ac- 
custom one to control the respiration and the chest to moderate 
the outflow of air according to the demands made upon it by the 
selection being sung. Having once gained control of the muscles 
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of respiration, artistic breathing becomes almost as automatic as 
ordinary breathing and one seems to sing just as one talks. 


SUMMARY. 

1. With the inferior-costal, the two forms of abdominal and the 
diaphragmatic we really have four types of breathing. 2. Exponents 
of the inferior-costal, the first form of abdominal and the dia- 
phragmatic types, agree as to the contraction of the diaphragm 
during inspiration and its gradual relaxation during expiration. 

3. The diaphragmatic type embraces the best points of the in- 
ferior-costal and abdominal types, thus giving the greatest breath- 
ing capacity, and best control of the breath during tone-production. 
4. The function of the diaphragm is inspiratory in both active and 
passive breathing. 5. In the exercises to gain control of the 
respiratory muscles, the speaking voice and not the singing voice 
should be used. 6. The diaphragmatic type of breathing should be 
used not only by singers and public speakers, but by everyone as it 
gives the greatest breathing capacity. 


1629 Montgomery Avenue. 


Acute Inflammations of the Middle-Ear and Their Treatment. 
M. D. Leperman, Med. Record, Sept., 1910. 

Among the contributing causes are mentioned anatomical, pathol- 
ogical and constitutional. Circulatory disturbances of the nasal and 
pharyngeal mucous membrane are frequent factors in the produc- 
tion of middle-ear involvement. Infectious diseases of childhood, 
with diseased faucial and pharyngeal tonsils are active excitants. 
Acute otitis media is most frequently due to some form of infection 
finding an entrance through the Eustachian tube. Bier’s hyperemic 
treatment is mentioned as a prophylactic measure, when mastoid 
symptoms exist. Treatment to the nose and naso-pharynx is im- 
portant. Argyrol, in 30 per cent solutions applied to the mucous 
membrane of the nose and behind the palata is very beneficial. 
Rest, early drainage and hot douching are cardinal features in the 
treatment of acute aural inflammations. A. A. 


REPORT OF A FATAL CASE OF QUINSY IN AN ADULT. 
BY J. J. THOMSON, M. D., NEW YORK. 


This fatal case of quinsy in an adult is reported on account of 
the comparative rarity of the occurrence, and to draw attention to 
the fact that the condition of peri-tonsillar abscess, though usually 
not serious in its consequences, may assume a dangerous aspect. 

The patient was a young man 18 years of age, who, previous 
to the attack to be described, had enjoyed good health and had no 
organic disease. For some time he had been training for a run- 
ning-race, and was in the habit of practicing in the evening in a 
running costume, and it was believed by the family that in this 
way he caught cold. On Saturday, October 16, 1909, he first suf- 
fered from severe tonsillitis on both sides. On Tuesday, October 
19, the family physician was called, and diagnosed a quinsy, severe 
on the right side with some swelling on the left side; the patient 
was then having some difficulty in breathing. On the following 
day, or five days from the beginning of the attack, the condition 
on both sides was much worse. The right tonsillar region was in- 
tensely swollen, as was also the left. An incision was made on the 
right side in the morning, and a small amount of pus was evac- 
uated. This did not relieve the condition much, and in the evening 
an attempt was made to incise the left side. On account of the 
difficulty in opening the mouth, and the resistence of the patient, 
this was not successful, and 4% grain morphine was given hyper- 
dermically at 5 p. m. to relieve the suffering. Respiration was 
difficult at this time, but there was no particular noise or stridor 
to indicate a narrowing of the glottis. At about 7 o’clock, the 
family telephoned their physician that the boy was apparently much 
worse, and was having more difficulty in breathing. They were 
instructed to allow him to sit up with the aid of pillows at his 
back. They telephoned again at 8 o'clock that they thought he was 
dying. The physician immediately asked me to assist him. We 
arrived at the house within ten minutes, and the patient was dead. 

No definite or connected account of the exact manner of his 
death could be obtained from the family on account of their excited 
condition, but as far as we could learn, he had been more quiet for 
the short time previous to his death than for the remainder of the 
last hour. He had not been disturbed before our arrival, the 
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bed-clothes were in perfect order, and there were no signs of a 
struggle to indicate that he had been fighting for air. The gen- 
eral attitude indicated that he died very quietly, and this seemed to 
be the opinion of the family. 

An inspection of the pharynx revealed the following: The right 
tonsillar region and also the left seemed to be only moderately 
swollen, and there was a retro-pharyngeal swelling involving the 
right side of the posterior pharyngeal wall. There was no edema 
of the uvula or soft palate, and a hasty examination led me to be- 
lieve that there was not sufficient swelling to cause suffocation by 
its presence, or to produce an edema of the larynx, and I considered 
that he must have suffered from some other condition than that 
referable to his throat. I first made an incision through the an- 
terior pharyngeal pillar on the left side which was followed by a 
flow of pus amounting to about a dram, I should judge. In wiping 
this away, I noticed that a very free flow of pus came from behind 
the tonsil, apparently through a perforation of the posterior pillar, 
and pressure on the tonsil forced out about 6 drams. A similar 
quantity was evacuated from behind the tonsil on the right side 
through an incision in the anterior pillar, and about an ounce from 
the retro-pharyngeal abscess. The parents would not permit an 
examination of the larynx. It struck me as peculiar that with this 
immense quantity of pus there was no edema of the uvula, but I 
do not know if it could disappear through post-mortem change so 
soon after death. 

The case was a particularly sad one, occurring in the practice 
of a very competent physician, one who is particularly careful to 
call a consultant whenever the occasion requires it, and it appealed 
to me how easily the gravity of the case may be overlooked by one 
accustomed to see severe quinsies with some difficulty in breathing, 
clear up. by spontaneous rupture, or after a small incision. 

In looking for a cause of death in this particular instance, I 
could not find one that entirely satisfied me, and it is with the view 
of hearing the opinion of the members of this society that I report 
the case. The conditions that suggested themselves to me were 
suffocation due to aspiration of the pus from the ruptured abscess 
on the left side, general sepsis, septic endocarditis, and laryngeal 
edema, but his illness (five days), and the manner of his death did 
not point especially to any of them. While many deaths from hem- 
orrhage in adults have been reported, I have found very few from 
other causes, and those mostly due to endocarditis. 


40 West Forty-Seventh Street. 
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THE STRAIGHT METHOD OF DIRECT LARYNGOSCOPY.* 
BY RICHARD H. JOHNSTON, M. D., BALTIMORE. 
In a paper before the American Academy of Ophthalmology and 


Oto-Laryngology, in 1909, I advocated the flexed position of the 
head in direct laryngoscopy in children and in adults under general 


1. Position of patient and operator and method of holding instrument 
in straight position. 
anesthesia. Further observation has convinced me that it is not 
necessary to flex the head; a perfectly straight position of the body 
with the head held firmly by an assistant makes direct laryngoscopy 
simple and easy. In young children a general anesthetic is not 
necessary and, since cocaine is dangerous, it is better to examine 
without anesthesia. The photographs show the position of the 


of Ophthalmology and Oto-Laryngology, Cincinnati, Ohio, September iy. 
20 and 21, 1910. 
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operator and the patient and the method of holding the instrument 
better than any description. With the speculum in position, if the 
entire larynx is not seen, slight pressure on the thyroid cartilage 
by an assistant brings the anterior commissure into view. Not only 
can operations be performed with precision, but the bronchoscope 
is easily passed in the straight position. After it passes between 
the cords, the laryngoscope is removed and the head is gently low- 
ered until the Boyce position is got. In young children and in 


2. Head held by assistant and speculum introduced puiling epiglottis 


forward. 

adults under general anesthesia, I pass the instrument straight 
down between the incisor teeth; there is practically no danger of 
injurying or displacing teeth if the laryngoscope is manipulated 
properly. In practice, as one’s experience increases, it will scarcely 
ever be necessary to resort to general anesthesia in adults. Under 
local anesthesia with the patient sitting and with the head slightly 
extended and turned somewhat to the right or left, the speculum is 
introduced between the bicuspid teeth and the tongue is pushed to 
the opposite side. The spatula is then easily hooked around the 
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epiglottis and the best view of the larynx obtained. If the an- 
terior commissure is not seen, the head is gently brought forward 
in the straight position. Practically no force is required to hold 
the epiglottis forward and in some cases the weight of the instru- 
ment almost does this. When we consider that not a few patients 
have large incisor teeth and thick tongues, the advantages of going 
in from the side are obvious. We gain at least three-eights of an 
inch in distance, the neck muscles are relaxed, there is no strain 
on the patient or on the operator, which is of great importance in 
operative work, the head is in a comfortable position and can be 
held so for an indefinite time. Another advantage is the ease with 
which the bronchoscope can be passed. The only difficulty in con- 


3. (a) Modified Jackson speculum, handle attached; (b) handle de- 
tached. 


nection with the position is getting into the left bronchus. If th: 
bronchoscope is passed on the left, the head must be carried fas 
to the right to enter the corresponding bronchus. This can be 
overcome by throwing the head further back and bringing the tube 
carefully over to the right. These methods of examination have 
greatly simplified direct laryngoscopy for me. Patients with large 
incisor teeth and short thick necks are almost as easily examined 
as the ideal ones with long, thin necks. In my work I have found 
no better instrument than the modified Jackson laryngoscope, which 
is well shown in the photograph. 


807 North Charles Street. 
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A SIMPLE METHOD BY WHICH AN OPEN SAFETY-PIN 
WAS REMOVED FROM THE BRONCHUS WITH- 
OUT CLOSING THE PIN. 


BY OLIVER W. TURNER, M. D., AUGUSTA, MAINE. 


On August 17, 1909, I was invited by Dr. W. L. Hunt to go to 
his private hospital in Bangor, Maine, to attempt the removal of an 
open safety-pin from the bronchus of a young girl, 14 years of age. 
Dr. A. L. Smith, of Machias, who was first consulted, gave me the 
following history of the accident: “I was first called to the home 


of Florence M., on August 6, to see another member of the family. 
While there, her mother told me that the day before, about 2 p. m., 
Florence had swallowed a safety-pin and wanted to know if I 
thought it would be all right. Replying to questions, Florence stated 
that she had had the pin in her mouth and accidentally swallowed it 
as she supposed ; that on going down, it strangled her a good deal, 
and felt as though something had gone into her wind-pipe. It was 
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all over, however, in a moment and except for a little hacking cough 
and a pricking sensation just beneath the upper part of the sternum, 
she had very little trouble, not enough, at any rate, to call a physi- 
cian. I sent her to the hospital to have the pin located by X-ray. 
The pin was located in the right bronchus, point up. She was 
kept at the hospital a few days and then sent home. I next saw her 
on August 18, when I went to look her up at Dr. Hunt’s request. 
She had lost flesh quite rapidly, her appetite was poor, she still 
had the hacking cough, rather worse than before, but was able to 
be about and walk down the street.” 


Open safety-pin in inferior lobe of right bronchus of girl aged 14 years. 
Inspired August 5; removed by lower bronchoscopy, August 25, 1910. 


With the assistance of Dr. Beach, of this city, and Drs. Whitney 
and McNally, of Bangor, I did an upper bronchoscopy, locating the 
pin in the right inferior lobe bronchus. As it was impossible to 
introduce one of the safety-pin closers through the small lumen of 
the bronchoscopic tube, | decided to postpone further manipula- 
tions for a few days in order to have made a short pin-closer af the 
Mosher pattern, to be used through the lower route. To admit the 
passage of this closer through my short bronchoscope, I sawed out 
a narrow slit the entire length of the tube on the side which was to 
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face the left bronchus and be opposite the point of the pin when 
introduced. 

Five days after the first attempt at removal, Dr. Hunt opened the 
trachea, I introduced the specially prepared tube, and attempted 
to pass the short pin-closer, only to find that I could not pass it 
beyond the pin, without danger of carrying the pin along with it 
deeper into the lung. 

Before beginning operations, Dr. Hunt had told me that he be- 
lieved the pin could be readily turned into the tube by first passing 
the tube over the half of the pin on which the clasp was located, 
(D> 


then making traction with a hook introduced into the clasp, turn the 
point of the pin into the tube, the edge of which would act as a 
fulcrum. He made a hook for me from a piece of good-sized piano 
wire, and with this, | easily removed the pin by his method, the slit 
in the tube proving a distinct advantage by allowing greater space 
for the turning of the ring, thus not completely straightening the 
pin; the point describing a shorter arc in entering the tube, as can 
be seen by referring to the accompanying photograph. Four days 
after this operation, the patient was discharged perfectly well. 

The closed pin measured 3 cm. in length; the clasp 7 mm. in 
width, and the ring at the hinge of the pin was 5 mm. wide. In the 
radiographs made by Dr. Peters, of Bangor, the top of the sternum 
is located by a coin which he stuck on by adhesive plaster before the 
radiograph was taken. 


ANOTHER CASE OF SCLEROMA OF THE UPPER AIR 
PASSAGES. 


BY JOHN W. DURKEE, M. D., BROOKLYN, NEW YORK. 


The following case of rhino-scleroma is the third one seen in the 
nose and throat service of Dr. Jonathan Wright, at the Manhattan 
Eye, Ear and Throat Hospital, during the last twenty-six months. 
The other two cases were reported by Dr. H. J. Guntzer in the 
Medical Record, July 24, 1909. During that time also tissue from 
still another case was brought to the laboratory by Dr. Braun and 
the case was reported by him in THr LaryNncoscorr, February 10, 
1910. Histological examination having aroused suspicion, a culture 
was made from the blood, taken from a wound in the lesion and a 
pure growth of the Frisch bacillus was found. In this case also 
the bacillus was subsequently demonstrated in the foam cells. 

February 19, 1910. Bessie G., aged 20, single, born in Russia, has 
been in this country about three years. She has one brother and 
three sisters. There is no history of nose or throat trouble in any 
member of the family. Patient had always been well until the pres- 
ent illness. She is well nourished, and of good color, but thinks 
she has lost weight during the last two years. 


About 18 months ago she became hoarse and noticed some 
dyspnea, and difficulty in breathing through the nose. All these 
symptoms have increased and she came to the hospital because of 
them. There is no pain nor loss of smell. There is some thin 
watery discharge from the nose, and at times some nose-bleed. 
Externally, there is no deformity of the nose, and no appearance 
of a growth or ulcerated area. In looking into the nose, both sides 
are seen to be filled with a reddish growth somewhat resembling, 
but a little more firm than, granulation tissue. This tissue extends 
forward to just in front of the anterior tip of the inferior turbinates, 
and so completely fills the nostrils that there is only space enough 
at one or two places through which a probe can be passed. It 
seems to arise from, or be attached to the inferior turbinates, floor 
and septum. In removing this tissue with scissors and cutting-for- 
ceps it was found to be soft, cutting much as would soft cheese. 
There was only a moderate amount of hemorrhage following its 
removal. 
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In the naso-pharynx there is a fair amount of adenoid tissue in 
the vault, which seems to be normal in consistency and color, and 
later microscopic examination failed to reveal any scleroma tissue. 
The Eustachian tubes are free. On the superior surface of the 
soft palate, a little to the right of the median line is a round tumor 
about the size of a small pea, attached to the palate by a pedicle. 
The tonsils are fairly normal and no growth is seen in any other 
part of the naso-pharynx or mouth. The arytenoids and inter- 
arytenoid space are slightly swollen and reddened, and the cords 
are congested, but move freely. On the right side of the epiglottis, 
just above the cords is a round, pedunculated tumor about the size 
of a small pea. It is not possible to define any tumor below the 
cords, but the wall of the trachea seems to be covered with crusts. 

Trans-illumination shows neither maxillary antra very bright, 
but both are about the same, which may also be said of the frontal 
sinuses. The anterior and posterior cervical and inguinal glands 
are slightly enlarged. No axillary glands are perceptible. 

To relieve the dyspnea, the growth above the cords was removed 
under indirect laryngoscopy. Later the growth in the nose, and on 
the upper surface of the soft palate, and the adenoid tissue in the 
vault of the pharynx were removed. An effort was made, under 
ether, by means of direct laryngoscopy to obtain a better idea of 
the condition in the sub-glottic space and to remove some of the 
growth if present, but this was not successful. At the time of the 
removal of the tissue, cultures were made on blood agar from the 
blood and pure cultures of the Frisch bacillus were found. 

The tissue removed from the nose, soft palate, vault of the phar- 
ynx, and larynx was sent to the pathological laboratory, and exam- 
ined by Dr. Jonathan Wright. The material removed from the 
naso-pharynx was found to be normal adenoid tissue. 

Dr. Wright’s report on the other specimen is, as follows: “Mi- 
croscopical examination of the specimens taken from the nose, soft 
palate and larynx. Formaline-alcohol-celloidin hematoxylin-eosin 
technic. 

“Sections first examined, deeply stained with hematoxylin, gave 
the impression at first of a sarcoma with more or less embryonal- 
like cells in the usual stroma of a granuloma, but in some places, 
owing to the presence of a few bits of hyaline material and a few 
eosinophiles the question arose, especially in view of the history, 
of rhino-scleroma. More careful search disclosed a few imperfectly 
atypical foam-cells. Sections stained more deeply in the eosin re- 
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vealed large numbers of typical foam-cells and much hyaline ma- 
terial. It is well to note this point in the microscopical diagnosis 
of scleroma. There is some nuclear fragmentation but it is not 
marked. The cellular arrangement differs somewhat from ordinary 
granulomata, in that the round cells, somewhat larger than in or- 
dinary inflammatory tissue, are not so crowded together but are 
growing in moderately wide meshes with abundant inter-cellular 
fibrillation and wide lymph channels. It differs thus from ordinary 
simple granulation tissue; and from syphilis and tuberculosis as 
well as from simple granuloma in the great amount of cellular 
proliferation. From the former two it differs in presenting few 
areas of nuclear fragmentation and fewer areas of coagulation 
necrosis. The cells of the parenchyma, though more uniform, de- 
part as much from type as do those of the larger-celled sarcomata, 
but they are not crowded together in any place in dense masses 
with little inter-cellular stroma. As yet no appearance of bacilli 
have been noted with the hematoxylin stains though diligently 
looked for through six sections, In addition to appearances noted 
above there are a large number of vacuoles in the cells observed. 
The investing epithelium has been for the most part destroyed by 
the phagocytic cells below. In the laboratory diagnosis of rhino- 
scleroma there are two striking facts which have not been suf- 
ficiently emphasized in the reports of the other three cases emanat- 
ing from this laboratory. First, the promptness with which a bac- 
terial culture, apparently pure, is obtained on agar by a smear 
made from the blood of the lesion in the nose and pharynx, in 
which locality such smears regularly, in ordinary cases of almost 
any kind, show a very mixed growth. Apparently the exuberance 
of the growth of the Frisch bacillus crowds out everything else in a 
twenty-four hours’ culture in the thermostat. This seems almost 
pathognomonic. Secondly, in staining sections with eosin hema- 
toxylin the peculiar condition of the ‘foam cells’ is striking just in 
proportion to the degree with which the cytoplasm, or protoplasm of 
the cell-body takes the eosin stain. It is rather important to have 
this in mind as it is this feature which serves chiefly to differentiate 
the tissue from the other granulomata in which there may also be 
large numbers of lymphocytes, and may. serve with the attendant 
hyaline bodies and the eosinophiles to arouse suspicion. The ca- 
priciousness of the bacilli to stains, within the tissue, is always 
great; sometimes they show plainly with the hematoxylin stain, 
sometimes they are unrevealed, with hematoxylin, Giemsa, meth- 


te 
2 
5 
4 
i 
i 
3 
{ 
: 
. 
= 


DURKEE: SCLEROMA OF UPPER AIR-PASSAGES. 1135 


ylene blue and other stains even after repeated trials, as in this 
case at first. 

“Later sections stained with Giemsa, and methylene blue-eosin 
showed the Frisch bacillus in the cells.” 

Before any treatment other than removal of the tissue was insti- 
tuted, a twenty-four hour culture of the bacillus was sent to the 
Board of Health, and they kindly made the agglutination test, which 
was negative. Dr. J. D. Dwyer prepared an autogenous vaccine, 
with which the patient was vaccinated, the first dose, 125,000,000 
germs, being given on March 17. Following this the temperature 
dropped to 97°, and the pulse to 60, with no local or othe? constitu- 
tional symptoms. Injections since then have been given weekly, 
with two or three omissions, and the dose since the first three or 
four, has been 250,000,000 germs. The opsonic index was not 
taken. 

Before a sub-cutaneous injection was given, the cutaneous re- 
action, using the autogenous vaccine according to the method of 
von Pirquet, was made. This was negative. 

It is too early to reach any final conclusions as to the result of 
treatment in this case. The adenoid wound healed normally, and 
there has been no return of the growth on the soft palate or above 
the cords. The condition below the cords seems to be unchanged. 
A return of the growth is beginning in the nose, and there is an 
extension to the posterior part of the nose on one side. The poste- 
rior choana on the right side is now closed with the growth, which 
was not the case when first seen. 

I want to emphasize a point brought out by Dr. Wright in his 
report: The presence of the Frisch bacillus in pure culture, in 
smears made on agar from the blood taken from the lesion. The 
ease with which this germ is grown on agar, gives us an easy means 
of making a diagnosis within twenty-four hours. 
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SYMPTOMS OF TEMPERO-SPHENOIDAL ABSCESS.* 
BY L, W. DEAN, M. D., IOWA CITY, IOWA. 


In attempting to discuss this topic, I realize that we are dealing 
with one of the most silent areas of the brain, and that there are 
many abscesses of this region that are practically symptomless. I 
anticipate that everyone has had the experience of operating on a 
mastoid and finding an unsuspected tempero-sphenoidal abscess. 
Sometimes they manifest themselves following a mastoid operation 
and we might be inclined to consider ourselves responsible for the 
intra-cranial complication that was present before the operation. 
It has been my -experience once early in my practice to express 
an opinion, after a careful examination of a boy, that no intra- 
cranial complication was present and to have the patient die within 
ten days of a tempero-sphenoidal abscess that was undoubtedly 
present when I saw him. Naturally, since then, I have never 
expressed a positive opinion that such a condition was not present. 

During the last eighteen months I have had a case of very ex- 
tensive abscess in this region, regarding which, one very expert 
internist expressed an opinion that no intra-cranial trouble was 
present, and a second reported that he could find no symptoms of 
such trouble. Nevertheless there are usually certain general symp- 
toms which, together with suppuration of the ear, are verv sug- 
gestive of trouble. Often owing to involvement of or pressure on 
neighboring parts, definite localizing symptoms ‘are present. I 
should like to mention a few cases that have come under my 
observation because they illustrate some of the principal symptoms. 

Case 1. Patient, aged 35, had chronic otorrhea. For several 
days he had pain diffuse on the left side of his head. Physical and 
ocular examination negative. Temperature ranging from 100°- 
104°. A tympano-mastoid operation was performed, which had 
no effect upon the patient’s condition. The second day after the 
operation the patient slept unnaturally sound for five hours. If 
aroused, he would remain awake for a few minutes and then fall 
asleep. A careful examination was again made and no other 
evidence of intra-cranial complication was found. A diagnosis of 
brain-abscess was made. Seven days later he returned home. At 

*Read at the American Academy of Ophthalmology, Otology and Rhinol- 


ogy, Cincinnati, Ohio, September 19-21, 1910. 
1136 


4 


‘ 


DEAN: SYMPTOMS OF TEMPERO-SPHENOIDAL ABSCESS. 1137 


that time he had pain in the side of his head and temperature rang- 
ing from 100°-101%4°. Three weeks later he slept all day. On 
waking, he was not sound mentally. He was now a walking pa- 
tient. He had sensory aphasia for nouns. He could not tell the 
name of any person, not even of his wife or brother. He knew 
them but could not call them by name. He knew which name be- 
longed to each person. I gave the patient pen and paper and asked 
him to write the sentence I gave him verbally. He could not do 
so. I next gave him a printed sentence to copy, which he did read- 
ily. When asked to read what he had copied he could not do so. 
His memory for all words except nouns seemed to be all right 
Later, following the drainage of the abscess, this sensory aphasia 
for nouns disappeared. The patient told me he felt like a fool. He 
wished a cigar, knew what he wanted, but could not get the name. 
He was placed in the hospital for several days. His temperature 
remained about 100°. He walked about, smoked and did things as 
usual. He was very irritable. Mentally he seemed to be all right. 

He went home and returned in six weeks. Then he had double 
optic neuritis, vomiting and motor disturbances on the right side. 
Temperature was 100°, pulse 66. He was operated and two and 
one-halt ounces of pus removed from the tempero-sphenoidal lobe. 

Case 2. Patient, aged 35, had had recurrent otorrhea for a num- 
ber of years. For two weeks he had been very slightly indisposed 
but had continued working in the cornfield until the day before | 
saw him. For the last three days he had had great pain in the 
right side of his face. In the morning of the day I saw him his 
temperature was 100°, in the evening, 103°. Only during the last 
four hours had any change in the mental condition been noticed. 
During this time his memory seemed to be affected. The patient's 
gait was unsteady. He had a double-sided papillo-edema. During 
the night the patient became delirious and remained in this condi- 
tion until he was operated the next morning, when there was 
marked rigidity of the muscles of the neck. An abscess with a 
discharging sinus was found in the brain and drained. The patient 
died in the night. The following conditions were found at the 
autopsy: An abscess-cavity was found in the tempero-sphenoidal 
lobe containing one and one-half ounces of foul-smelling pus. Ex- 
tending from it to the surface of the brain was a sinus through 
whicn pus was passing to and from the opening in the dura. There 
was suppurative lepto-meningitis. 

This patient presented two things of interest: The post-mortem 
examination showed that he must have had for a long time, the ab- 


F 
4 


1138 pEAN: SYMPTOMS OF TEMPERO-SPHENOIDAL ABSCESS. 


scess which had been draining through the ear. The clinical history 
showed that at least during part of the time that this abscess was 
present he suffered apparently no inconvenience. The second in- 
teresting thing to me was the very severe pain on the side of the face 
corresponding to the abscess. This pain was so severe that an acute 
empyema of the antrum had been suspected. The pain was only 
present three days before his death and | anticipate was from the 
meningeal complication. 

Case 3. Six weeks before I saw the patient, aged 50, the skull 
just above and posterior to the external auditory meatus was frac- 
tured. For two weeks after the injury he was confined to bed. 
After this he was up and about superintending his farm. Two days 
before I saw him he developed a severe pain in the right side of his 
head. Examination of the patient showed a double-sided papillo- 
edema. The pupils were unequal, the right pupil being larger than 
the left. Both pupils reacted slowly to light, the right more so than 
the left. His temperature was 100°. The patient was in a sleepy 
state, but was able to sit up for a few minutes and was roused suf- 
ficiently to make his will. He complained at times of the pain in 
the right side of his head. 

When operated, a triangular piece of fractured bone with the 
apex piercing the dura was found. The triangle pointed upwards 
and forwards, the apex being in the squamous portion of the temple. 
On removing the bone, a sinus was left in the dura from which pus 
was discharging. On opening the abscess cavity connected with this 
sinus, about two ounces of pus escaped. 

Case 4. Patient, aged 19, had had tonsillitis with earache in the 
left ear one year before, but with no discharge from the ear. Sev- 
eral months after this she developed pain on the left side of her 
head. A most excellent otologist was consulted and a diagnosis of 
hysteria made. When I saw her, she had a terrific headache on the 
left side. Slight pain on pressure over the mastoid; temperature 
of 100°; pulse 70. The drum-head was normal. The retinal veins 
were somewhat dilated, not tortuous and there was a suspicion of 
papillo-edema. There were no motor disturbances. A colleague 
performed a mastoidectomy and found a necrotic mastoid. This did 
not affect the patient's temperature or pain. Two days later I saw 
the patient. The temperature was 102°, pulse 108. The patient was 
delirious and recognized no one; had papillo-edema on the side 
operated. There was motor disturbances of the opposite side of 
the body and some rigidity of the muscles of the neck. Diagnosis 
of brain-abscess with beginning meningitis was made, The temporal 
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sphenoidal area was exposed and an extra dural abscess with pus 
under pressure was found between the dura and the bone. Internal 
and posterior to the antrum was found a darkened area of dura in 
the center of which was a discharging sinus leading into the tem- 
poral sphenoidal lobes. The dura was not covered externally with 
granulations and gave me the impression that the brain-abscess had 
recently ruptured and the pus had drained out through the sinus 
into the extra-dural space. There was no perforation in the roof of 
the antrum or tympanum that I could find. This patient was of 
interest to me because with a normal drum-head and normal hearing 
she had had a chronic mastoid trouble with brain-abscess. Before 
I saw her, the conditions were such as to result in a diagnosis of 
hysteria. 

Case 5. Patient, aged 35, had given birth to a baby two weeks 
previously. I was asked to see her because of loss of vision with 
severe headaches. There was chronic otorrhea on the right side, a 
double-sided papillo-edema, and a left-sided paralysis of the sev- 
enth. The urine and physical examination were negative. The 
patient was exceedingly weak and seemed distressed. Her mental 
condition was apparently normal. Incision was made into the 
temporai sphenoidal region and two ounces of thick pus removed. 

Case 6. Six weeks before the patient, aged 20, had had a dis- 
charge from the left ear. The ear discharged for one week and 
then ceased. Since then there had been severe pain on the left side 
of the head. Examination showed the mastoid tender, temperature 
100°, pulse go, respiration 28. The patient was much weaker than 
one would expect an individual with mastoid trouble of this severity 
to be, but brain-abscess was not expected before operation. A mas- 
toidectomy was performed, the brain exposed, and a small perfora- 
tion of the dura over the antrum of the mastoid found. From this 
perforation a small amount of pus was oozing. The introduction of 
the handle of a mastoid seeker gave the impression that there was a 
small sub-dural abscess. 

Case 7. For two weeks this 16-year-old patient had had a dis- 
charge from the left ear. When seen, she was unconscious, with 
temperature 104°, pulse 120, respiration 30. Pupils were irregular. 
muscles of the neck rigid. Examination of the fundus negative. 
A diagnosis of meningitis of otitic origin was made and an opera- 
tion for sub-dural drainage performed. After the dura was opened, 
the brain-tissue bulged so into the opening that a ventricular punc- 
ture was decided upon. In attempting this puncture, a sub-dural 
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area of softening was found which had not been suspected before 
the operation. Patient died. 

Case 8. Patient, aged 14; family history negative. Had had much 
earache when a baby. The right ear had been discharging almost 
constantly since he was 4 years old. For two years the left ear had 
discharged. Three weeks before polyps had been removed from the 
left ear. For the last three weeks the patient had had pain in the 
back of the head and frontal region. He complained of being cold 
and had had a number of chills. Three days before I saw him the 
patient had seemed stupid. When I saw the patient he seemed to 
be all right except for the discharge from the left ear. Dr. Van 
Epps made a most careful examination and reported that there was 
no paralysis, no motor disturbance or any other irregularities. The 
examination of the fundus showed the retinal veins somewhat di- 
lated but no manifest papillo-edema. Temperature was 96°, pulse 
50, respiration 18. 

A tympanal mastoid operation was performed. The day follow- 
ing the operation temperature was 98.6°, pulse 76, respiration 18, 
and the patient began to clear up at once. Ten days after the opera- 
tion the patient left the hospital. Four days after he left the hos- 
pital he had severe headache and became somewhat stupid, an attack 
similar to that which he had had some two weeks before I saw him. 
At that time Dr. Van Epps examined him and reported dull reflexes 
and gait normal, temperature ranging from g9° to 102°. Ocular ex- 
amination, right pupil 3% mm., left pupil 3 mm., marked papillo- 
edema with some diminution in the left eye. A few days later the 
boy was apparently as well as ever. ‘The papillo-edema persisted. 
Ten days later I opened the middle fossa and incised the temporal 
region. On opening the dura no fluid escaped. On puncturing the 
brain, about three ounces of foul-smelling pus was removed. The 
abscess cavity was so large that a second opening, one inch lower, 
was made, and drainage secured in each. Three weeks later the boy 
died suddenly with elevation of temperature ; the pulse becoming ex- 
ceedingly rapid and the respiration diminishing. The post-mortem 
showed a rupture of the abscess in the lateral ventricle. 

The following is the report of the post-mortem examination made 
by Prof. Albert: In the posterior portion of the inferior or third 
temporal convolution were two openings apparently artificially made, 
leading to a suppurative process within. These two openings were 
about an inch apart, one slightly above the other. A cross-section 
of the brain was made anterior to these openings, which demon- 
strated the existence of two distinct circumscribed collections of pus 
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separated by about one-fourth of an inch. One of these extended to 
within one-eighth of an inch of the external surface and produced 
a distinct bulging. A section made one inch anterior to the one 
just mentioned showed the two areas of pus still more widely sep- 
arated—in this case, one inch. The area near the surface was tliree- 
eighths of an inch in diameter and extended to within one-sixteenth 
of an inch of the surface. Just posterior to this area is an area of 
dense tissue—more dense than brain-substance in consistency—of a 
translucent appearance, with the exception of a strip about the cen- 
ter, which is of a yellowish-white color. A section of this tissue 
was taken for microscopical examination. 

The other abscess measured one-half inch from above downward, 
and one inch from side to side. It extended to just beneath the lat- 
eral ventricle. The surface of the lateral ventricle just adjacent to 
it was found to be inflamed and the ventricle itself to contain a 
slight purulent exudate. 

Another section was made from the brain about three-fourths inch 
anterior to the last one and cut through the optic chiasm. This 
section revealed the presence of a considerable amount of pus in the 
descending horn of the lateral ventricle. A section made one-half 
inch anierior to this revealed the presence of pus in the white sub- 
stance separating the fibres in front of the anterior end of the de- 
scending horn of the lateral ventricle. This continued anterior for 
another inch, or to within two inches from the anterior end of the 
brain. The internal capsule was not involved at any part. It will, 
therefore, be seen that there were two abscesses, the smaller one 
about one-half inch in diameter and two and one-half inches in 
length. This one remained near the surface of the lower temporal 
convolution and led to the purulent localized inflammation of the 
meninges covering that portion. The other abscess began two 
inches anterior to the posterior end of the brain, opening pos- 
teriorly through the artificial opening made into the middle and sec- 
ond temporal convolution and extended anteriorly and inward just 
beneath the lateral ventricle for a distance of about two inches, when 
it was continued anteriorly in the descending horn of the lateral 
ventricle, and extended some distance in front of the anterior end of 
the descending horn as already described, making in all a process 
four inches in length. 


MICROSCOPIC EXAMINATION. 
1. Portion of brain from inferior temporal lobe from a section 
made from the brain about one inch posterior to the optic chiasm. 
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The greater part of the pathological area consisted of sub-acute and 
partly chronic fibroplastic proliferation, along the center of which 
was a linear area which had undergone hyaline degeneration ; to one 
side were a large number of pus-cells (abscess). 

2. Exudate from descending horn of lateral ventricle taken 
from section of brain cut through optic chiasm or about one inch 
anterior to the section from which No. 1 was taken. Exudate con- 
sisted entirely of pus. 

3. Section of brain with some exudate recognizable to the naked 
eye taken from the white substance of the temporal lobe anterior to 
the anterior end of the descending horn of the lateral ventricle. The 
exudate which had separated some of the brain fibres consisted en- 
tirely of pus. 

It is interesting to note in this case the fibroplastic proliferation 
with the hyaline degeneration. This shows the strenuous effort on 
the part of the organism to overcome this condition. It also shows 
that this pathological process must have been present for a long 
time. It is interesting to note that here we have an exceedingly 
large abscess in the tempero-sphenoidal lobe which must have been 
present for a long time; the patient not exhibiting the general symp- 
toms of brain-abscess and with the exception of the two periods 
when he was stupid for a day, presenting practically no symptoms of 
intra-cranial disturbances. 

Case 9. Patient, aged 60, suffered four months previously from 
the grip. with much pain on the right side of the head. At no time 
had there been a discharge from his ear. This very severe pain had 
persisted for four months and was present at the time the patient 
presented himself to me. ‘The patient was exceedingly emaciated 
and weakened and gave one the impression of being very much dis- 
tressed. The ocular and general examination was negative. The 
drum-head was’ slightly reddened, the mastoid region painful on 
pressure. A mastoidectomy was performed. The whole of the 
mastoid was found diseased. There was a perforation of the inner 
table of the middle fossa, and a large extra-dural abscess was found. 
After thorough removal of the bone, a large extra-dural perforation 
was discovered. The opening was covered by a mass of granula- 
tions. It was large enough to allow the passage of the handle of a 
scalpel. The handle of the scalpel was introduced an inch into the 
opening without meeting any resistance. Roughly estimated, an 
ounce of pus was divulged upon pressure on the neighboring brain- 
tissue. This cavity continued to discharge for four-days after the 
operation. 
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Case 10. Patient, aged 16, had an abscess in his left ear when 
two years old, which was accompanied by an abscess back of the 
ear. Since that time his ear has been discharging. Recently he 
has been having very severe pain on the left side of his head. Phys- 
ical examination was negative. Retinal veins of the left eye were 
distinctly dilated and tortuous; temperature 99°, pulse 82, respira- 
tion 19. 

A tympano-mastoid operation was performed. The dura of the 
middle fossa and over the lateral sinus was necrotic and perforated. 
There was a large extra-dural collection of pus. A little external to 
the roof of the antrum was a perforation of the dura from which 
pus flowed. The perforation in the dura was so large that the 
handle of the mastoid seeker could be readily introduced. This 
could be introduced a distance of one and one-half inches at right 
angles to the surface of the brain, indicating a rather large cavity. 
At the end of a week this sinus ceased to discharge. 

Case 11. Patient aged 38, had been under treatment for chronic 
otorrhea on the left side, and for syphilis of the nose for a year. 
With the exceptions of these two conditions she was apparently well 
until June 24, 1910, when she became unconscious. When I saw her 
she had a temperature of 104°, pulse 140, respiration 34. There was 
a constant twitching of the lids of the right eye and of the right 
side of the face, and a partial paralysis of the third nerve on the 
right side. The fundus examination was negative. 

The patient came to the hospital for operation for brain-abscess. 
The diagnosis did not seem to be at all clear, so the patient was 
kept under observation for thirty-six hours by the internist. The 
blood-count showed a leucocytosis of 86000, a polynucleosis of 89 
per cent. A positive diagnosis between syphilis of the brain and ab- 
scess of tempero-sphenoidal lobe could not be made.- As it was 
apparent that the patient was going to die if nothing was done, it 
was decided to puncture the left temporal lobe. The middle fossa 
was exposed. The meninges were bulging. Thorough exploration 
of the tempero-sphenoidal lobes did not discover any pus. The 
operation had no effect upon the patient whatever. The patient 
died a day and a half after the operation. The post-mortem re- 
port, as made by Dr. Albert, is as follows: Naked eye examination 
revealed the presence of a hemorrhage in the lower part of the fis- 
sure of Sylvius on the left side, the hemorrhage being beneath the 
pia mater and involving also the adjacent cerebral cortex. The 
source of the hemorrhage was apparently the rupture of a small 
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aneurysm of the middle cerebral artery, The brain was cut across 
just posterior to the fissute of Sylvius and again in the cerebrum. 
An area of softening was found in both cerebral hemispheres. The 
area in each hemisphere being of a light color with rather indefinite 
border about an inch and a quarter in diameter, involving the in- 
ternal capsule, caudate and lenticular nuclei and the optic thalmus. 
A smaller area of softening was also found in the cerebellum on the 
left side. 

Microscopic examination revealed meningitis of a chronic nature 
with an acute exacerbation but not prolonged in character, involv- 
ing the meninges of the left tempero-sphenoidal lobe and most 
marked at the anterior tip of the lobe. Both of the middle cerebral 
arteries presented evidence of a sub-acute endarteritis. This was 
most marked on the left side. Softened areas were evidently of 
recent origin and were probably in part post-mortem, They may 
be accounted for in part (possibly, though not probably, entirely) 
by the endarteritis of the middle cerebral vessels. I was unable to 
determine the cause of the endarteritis and mild degree of menin- 
gitis. Such may have been syphilitic in nature. 

Dr. Albert expressed the opinion that the softening of the brain 
had not been present for more than six days. The meningeal hem- 
orrhage was undoubtedly responsible for the motor troubles on the 
right side of the face. I mentioned this case as one where it was 
quite impossible to make an exact diagnosis and to show that other 
conditions may simulate those of tempero-sphenoidal abscess. 

Judging from these cases and those reported by others, we might 
summarize and say that the symptoms of tempero-sphenoidal ab- 
scess could be divided into two classes: First, the general symptoms 
which are characteristic of all brain abscesses, and secondly, the 
focal symptoms. 

As general symptoms we have headache, mental depression, loss 
of weight, general appearance of being seriously ill, optic neuritis, 
+ slow pulse and variations in temperature. The temperature varies 
with the stage of the abscess. In the early stages there is a high 
temperature, accompanied by chills. This is shown nicely in the 
formation of abscesses following operation on the brain. Later, in 
the majority of my cases we had a temperature of about 100°. In 
case &, the temperature was sub-normal. In Macewen series 
of cases as reported in his work on “Pyogenic Diseases of the 
Brain,’ most of his cases had a sub-normal temperature. Marked 
slowness of the pulse as reported by Macewen, was not always 
found. The presence of meningitis would increase the pulse rate 
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and also the temperature. Two of the cases, case 1 and case 8. 
presented somnambulistic states, also mentioned by Macewen; this 
condition, however, in each case, lasting only for a day. In case 1 
this was practically the only symptom until the optic neuritis was 
manifest, which is a symptom which should always direct our atten- 
tion to this condition. Optic neuritis was present in 45 per cent of 
our cases. It was, however, a late symptom, appearing in case I, 
after the diagnosis had been at least strongly suspected. Pupillary 
phenomena are usually present. 

Vomiting in my cases has only appeared as a late symptom. 
Convulsions are mentioned by Macewen as being a prominent symp- 
tom of this condition, but none of my cases presented this condition. 

The focal symptoms of tempero-sphenoidal abscess as indicated 
by cases recorded are: Speech-disturbances when the abscess is on 
the left side, from involvement or pressure upon the third frontal 
convolution, paralysis on the opposite side of the body from pres- 
sure upon or involvement of the motor area. The face, arm, and 
leg should be involved in the order mentioned. Macewen also men- 
tions word-deafness when the upper part of the tempero-sphenoidal 
region is involved; also paralysis of the third nerve on the same 
side from pressure. He says that he has never seen the internal 
capsule involved in a tempero-sphenoidal abscess. If the lesions 
are so large as to extend into other portions of the brain, necessarily 
there will be symptoms characteristic of lesions in the part affected. 

Perhaps the most important conclusion that may be drawn from 
a consideration of these cases is that a tempero-sphenoidal abscess 
may be present without symptoms that would suggest the condi- 
tion. Especially may this be the case if a discharging sinus is pres- 
ent. The only manifest result of the condition may be a slight gen- 
eral disturbance which could readily be accounted for by the pres 
ence of a chronic mastoiditis. Because of this it is well in every 
operation to seek for necrotic bone lying against the dura and if 
found, remove it thoroughly and make a careful examination of the 
dural surface. 


Even when we have a general mental disturbance with optic neu- 
ritis, a diagnosis of brain abscess should not be made because this 
condition may be produced by an extra-dural collection of ‘pus in 
the middle fossa. I have known patients to have the symptoms that 
are present in cases g and to, and be relieved completely and per- 
manently by the drainage of an extra-dural abscess where there 
was no perforation of the dura mater. Case 11 would indicate that 


1146 DEAN : SYMPTOMS OF TEMPERO-SPHENOIDAL ABSCESS. 


tempero-sphenoidal abscess cannot be differentiated from syphilis 
and other conditions involving the tempero-sphenoidal lobe. Cases 
3 and 4 would show that the aural examination for chronic otor- 
rhea must not always be positive. Case 4 had mastoid trouble with 
abscess of the brain without ever having had a discharge of the 
ear. 

The latent period is shown very nicely in cases 1 and 8. How 
long this latent period may last I do not know, but I anticipate in 
some cases it may be for years. The formation of fibro-plastic tis- 
sue in case 8 would indicate that perhaps it was not impossible for 
abscesses to disappear without external: drainage as reported by 
Macewen, leaving behind only scar tissue or encapsulated pus with 
complete disappearance of the symptoms. 

In closing, perhaps it might be well to mention that the contract- 
ing scar-tissue after operation for tempero-sphenoidal abscess or 
the contraction of scar-tissue that has been formed from an abscess 
that has drained itself or has become encapsulated may be a caus- 
ative factor in obscure brain-lesions. 


Suppurative Adenitis Under the Sterno-Cleido Mastoid Muscle 
Treated with Streptococcus Vaccine. F. O. P. DEBEECK. 
Med, Record, Sept. 17, 1910. 

The disease was observed in a female, 30 years old, following 
a sore throat. The swelling was on the left side of the neck, hard 
to the touch, the skin red and painful to pressure. Temperature 
103.6°. Local applications were not successful; so an incision was 
made over the tumor, and pus was found under the deep fascia. 
In a few days the patient was apparently well. About 5 days 
later, the swelling had reappeared, with temperature 104.4° F., 
rigidity of jaws, frequent vomiting. The swelling extended to 
clavicle; the maxilary sub-mental, and thyro-hyoid glands were 
indurated and the posterior part of the neck was erysipelatous. 
Ten millions of the streptococcus bacteria were injected with good 
results. Later on 30 and 4o million bacteria were injected, as an- 
other abscess had formed. The author states that the cure in this 
instance was, no doubt, due to the anti-toxin. A child 5 years of 
age with similar symptoms received 3 injections of 5 million bac- 
teria each time, with a cure in 6 days. LEDERMAN. 
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A SIMPLE AND EFFECTIVE APPARATUS FOR THE AD- 
MINISTRATION OF ETHER AND CHLOROFORM VAPOR. 


BY CLINTON C. COLLIER, M. D., CHICAGO. 


I wish to cali the profession’s attention to a simple, safe and 
satisfactory apparatus for the administration of ether or chloroform 
vapor in surgical operations upon the head and upper air-passages, 
in fact, in any operation where the mask cannot be used. 

In many operations, it becomes almost impossible to use the mask 
and carry on the operation, and if used, the patient must be put 
under the influence of deep narcosis, and the operator work until 
there is manifestation of returning consciousness and again put the 
patient down to a surgical degree. This procedure takes time, and 
time is a very important factor in many of these operations. Again, 
many operations necessitate the keeping of the mouth open dur- 
ing the operation, and in these cases it is impossible by ordinary 
methods to produce good anesthesia. 

There are several forms of apparatus on the market more or 
less complicated and expensive, some for the use of chloroform and 
some for ether. With this one, either can be used, preferably ether. 

In this apparatus I have combined the elements of the atomizer 
and ethyl-chloride tube, to the foot-tube I hold no claim, In fact, 
any pressure—compressed-air or oxygen in tank may be used, 
but the foot-bulb is light and easy to carry around. 

In my description I will divide the apparatus into three parts 
and again divide the flask into three parts. 1. The foot-bulb. 
2. The flask or container. 3. The tubing, mouth and nose-pieces. 
The container is again divided. First, The flask proper holding 
150 cc.; into this is built an atomizer with an opening at the base 
for the lead coming from the bulb. This atomizer throws a spray 
through a constriction into the second part, the vaporizer or hand- 
hold, another constriction ; and the third part a small bulb to catch 
any excess of fluid, ether or chloroform that might pass out of the 
vaporizer unvaporized. 

Attached to this is a rubber tube about a meter in length to 
which is attached the mouth-or nose-piece. 

MeErTHop oF Usinc THE Apparatus: The container is filled with 
the desired anesthetic. The foot-bulb is placed on the floor and 
the hand is placed around the vaporizer. This part answers a two- 
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fold duty, as hand-hold and as vaporizer; the heat of the hand 
volatilizes the ether; as it is sprayed into it the tube extending to 
the mouth-piece is thrown around the neck of the anesthetist, and 
the mouth—or nose-piece held in the other hand. If the operation 
is one where the mouth is to be kept open, the mouth-piece is used. 
This consists of a metal piece curved at a right-angle and used 
fitted with a soft rubber point about two inches long. This is placed 
or held so that it comes down into the pharynx and is held well 


back so that the vapor is thrown into the larynx. Care must be 
taken to see that the tube is not against the base of the tongue or 
sides of the pharynx; also that no mucus has clogged the tube. 

If the mouth can be kept closed, the nose-piece is to be used. 
This consists of a Y, to which are attached two rubber tips about 
12 cm. in length. These are passed into the nostrils and back into 
the post-nasal space; care being taken not to obstruct the tubes or 
push them down so as to throw the vapor into the esophagus. 
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There are also a set of glass tips which fit on the Y and can 
be used, and especially where there is a very narrow nasal passage 
or deformity which will not permit of the passage of the tubes. 

This apparatus has been used with ether and chloroform in 
mastoid, frontal sinus, tonsil, adenoid, maxillary sinus, enucleation, 
cleft-palate and hare-lip operations with good success and no mis- 
haps. 

The advantages I claim for thi: apparatus are: 1. Safeness. 
2. Lightness and simplicity. 3. Ease of operation. 4. Getting a 
definite amount of vapor at the body temperature. 


100 State Street. 


Reflex Nasal Neureoses. CHARLES M. Stewart, Montreal Med. 
Jour., Aug., 1910. 

Sensitive spots in the nasal mucous membrane are most readily 
detected by exploring the surface with a probe armed with cotton 
dipped in a weak solution of nitrate of silver the probe representing 
the spiny protuberances of the pollen grain and the silver the 
enzyme thereon. 

The tubercle of the septum is the area most often found by the 
writer to be sensitive. The proper use of the galvano-cautery is 
nearly always a specific, especially if the individual is a neurotic. 
The sensitive spots should just be touched with the cautery at a 
cherry-red color. Ii the cautery is not accessible, use trichloracetic 
acid. Chromic acid is a dangerous caustic. 

The writer’s experience with Dunbar’s serum has proved disap- 
pointing. In cases of asthma where no nasal pathological condi- 
tion can be discovered, the writer claims that 60 per cent of the 
cases can be cured by applying the cautery to the septal tubercle. 
Hypodermic injections of adrenalin, after the suggestion of Mel- 
land, are also effective, as the stimulation of the drug causes a re- 
laxation of the bronchial muscles and the asthmatic spasm passes 


away. ‘WISHART. 
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THE DEAF 
Their Education—Improvement of Conditions— 
Responsibilities and Participation of the Profession 


EDITED BY 
JOHN DUTTON WRIGHT, M.A. 
DIRECTOR OF THE WRIGHT ORAL SCHOOL FOR THE DEAF 
NEW YORK CITY 


“The problems of deafness are deeper and more complex, if not more 
important, than those of blindness. Deafness is a much worse misfortune 
for it means the loss of the most vital stimulus—the sound of the voice, 
that brings language, sets thought astir, and keeps us in the intellectual com. 
pany of man,” 

Helen Keller to Dr. James Kerr Love, Glasgow, April, 1910. 

For educational purposes, deaf children can be divided into three 
groups: First, those who have- been totally deaf from birth or 
early infancy, and therefore could not acquire language or speech 
without special instruction; second, those who have become totally 
deaf through illness or accident after some speech and language 
have been acquired ; third, those who still possess sufficient hearing 
to get words when spoken loudly near the ear, and who can hear 
their own voices, but are too deaf to attend ordinary schools. 

The educational difficulties are greatest in the case of the first 
group. Parents, who for the first time are confronted by the prob- 
lem of a totally deaf child do not fully realize the wide difference 
between its situation and that of a child with normal hearing. It 
is, therefore, necessary for the physician to promptly impress upon 
them the special needs, and guide them in the intelligent treatment 
of the child. No one would think of sending a little hearing child 
of four and a half or five years of age away to school. Yet such 
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action is necessary in the case of the little deaf child, unless there 
is a special school available in the town where it lives. In order to 
obtain the best results in speech, lip-reading and the use of lan- 
guage, the little deaf child should be placed under special and ex- 
perienced instructors by the time it is five years of age. This fact 
is not realized by most parents nor all physicians. Even before it 
is time for the little one to attend a special school, the parents, 
brothers and sisters, and friends can be of much assistance in pre- 
paring the child for its school work, if the physician will offer a 
few timely suggestions when it is yet only two or three years old. 

The National Association of Teachers of the Deaf in England 
have issued a circular to parents of deaf children in which they say, 
under the heading, “To prepare the child for school life,’ “Teach 
him to look at you.” (1 should have said, “to look at your lips’). 
‘By constantly looking at you, he will learn to understand a great 
deal of what you are saying. When you give him bread, repeat 
the word several times, and make him look before he gets the 
bread. In a similar manner, teach him to recognize on your lips 
common words like ‘mama,’ ‘dada,’ ‘baby,’ ‘ves, ‘no,’ ‘come here,’ 
‘shut the door,’ etc. Talk to the child all the time. This will help 
the teacher when the child goes to school.” Dr. Kerr Love of 
Glasgow, in commenting on this circular, suggests that it would 
greatly aid the mothers if before their children are of school age 
they would occasionally visit the schools where other deaf children 
are being taught to read the lips and to speak. But, unfortunately, 
in our country such classes are not always within the reach of 
mothers. In the resolutions adopted in June, 1g10, by the Otolog- 
ical Section of the American Medical Association, there is a most 
practical suggestion ; “That there be appointed in connection with 
each public school system, a visiting teacher, whose duty it shall be 
to visit the mothers of very young deaf children in their homes. 
and instruct them in the means for meeting the educational needs 
of their children.” The physicians in each community can do much 
toward bringing this about. 

The essential point in the physician’s relation to the’ second 
group, those adventitiously deaf after speech and language have 
been acquired, is to see that there is as brief an interval as possible 
between the loss of hearing and the beginning of expert attention 
for the preservation of normal speech, and the almost unconscious 
transfer of the task of understanding spoken language from the ear 
to the eye. With sufficiently prompt and intelligent care there need 
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be very little, if any, change in the speech, and the transition from 
hearing to lip-reading will be far easier and more successful than if 
any considerable time is allowed to elapse. It is astonishing how 
quickly speech will begin to deteriorate when hearing is absent, 
unless special attention is given the matter. Too much stress can- 
not be laid on the great desirability of having competent supervision 
of the speech of the deaf child the moment deafness occurs. Even 
though physical vigor has not been fully recovered after the illness 
or accident which caused the deafness, an experienced teacher 
should be consulted, and a few minutes, at least, each day be de- 
voted to conversation, reading, recitation, and other speech exer- 
cises for the purpose of retaining the natural reflexes of speech. 
Extraordinary efforts should be made to lead the child to converse 
and to read aloud as much as possible during the first six or eight 
months after deafness occurs, for that is the critical time. It is 
perfectly possible to so skillfully conduct the transition that the 
education, and general social life of the child will go on with scarce- 
ly an interruption or serious inconvenience. 

The third group includes those who have some perception of 
sound, but not enough to acquire good, clear speech without spe- 
cial instruction, and also those whose hearing is sufficient to give 
them fairly good articulation, but not acute enough to enable them 
to get the education they need under the conditions existing in 
the ordinary public or private school. Sometimes a year or two 
in a special school will prepare a certain number from this group 
to enter the regular schools. The possession of even a slight 
remnant of hearing is of exceeding value to a child in the modula- 
tion of his voice, and often in the acquisition of language under 
special instruction. Like all our other faculties, that of hearing 
will lie dormant unless trained aud developed. Furthermore, the 
use of the sense of hearing for the purpose of understanding spoken 
language involves intellectual training. One may hear sounds im- 
perfectly, and yet with sufficient distinctness be able to associate 
ideas with them if the brain is educated to the task. We who 
have normal hearing can understand our native language over 
the telephone even when the instrument is working badly, whereas 
under similar conditions of sound we should not be able to under- 
stand a foreign language with which we were but imperfectly fa- 
miliar. So, very imperfect hearing in a child can be made by 


education to serve him to good purpose in the interptetation of 
spoken language. 
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The physician, having intelligently classified his deaf patients, 
will then wish to know where he can refer them for the further 
information and guidance that they will need. Before adding 
the list of schools in the United States and Canada, it may be well 
to say a word in regard to the methods of instruction employed in 
these schools and the resulting influences brought to bear on the 
pupils. There are four means employed to communicate with pu- 
pils in schools for the deaf. I will name them in order of use with 
the largest number of pupils: 

First, the manual alphabet, or finger spelling. This is English 
(or whatever language is taught in the school) spelled in the air 
with the fingers, letter by letter, just as it is spelled on paper with 
a pen or pencil. Second, gestural signs. A means of communica- 
tion that has no connection whatever with any grammatically con- 
structed language. Many of these signs are conventionalized de- 
scriptive gestures. Some so far conventionalized that the original 
descriptive element, if there ever was any, has been lost, others 
still retaining a considerable descriptive character. Third, writing. 
Fourth, speech and speech-reading, or lip-reading as it is usually 
called. 

By the last statistics available, those of November 10, 1909, 
there were 12,046 pupils in the 144 schools for the deaf of the 
United States, and 811 pupils in the seven schools of Canada. Of 
these only 2,563 were taught in the 79 oral schools of the United 
States, where no manual means of communication is employed, 
and 204 in the two oral schools of Canada. But 4,675 were taught 
by oral methods in the 65 schools of the United States, where 
both oral and manual means of communication are taught and 
used, and an additional 1,352 were given some instruction in speak- 
ing, though speech was not used as the school-room means of 
communication. In the five similar schools of Canada 171 were 
orally taught, and 116 more were given some training in speech. 

Inasmuch as during the first half century of the education of 
the deaf in this country, from 1817 to 1867, no effort whatever was 
made to teach the deaf by oral methods in the schools, it will be 
seen that the tendency of the times is to supplant manual with 
oral methods; for last year 71.3 per cent of the pupils were given 
training in speech and 60 per cent were taught by oral methods, al- 
though only 21.2 were so taught in purely oral schools. 

But it is necessary to recognize the fact that the acquisition of 


- speech and lip-reading as a working means of communication is 
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more difficult than the acquisition of a manual means. For this 
reason in the schools that are called “combined,” where the pupils 
are taught and allowed to use manual means of communication 
in their recreation hours and shop-work and sometimes in the 
school room, they naturally follow the line of least resistance, and 
when free to choose they prefer the easier manual forms of com- 
munication. The result is that in general they think and when un- 
restrained, usually express themselves manually. Now the thought 
vernacular of a person is an important matter, as all educated 
people are aware. It is for this reason that the orally-taught 
deaf from these “combined” schools, that is the 4,675 before men- 
tioned, find it so hard to attain the highest possible success in their 
use of oral means of communication. The difficulties of changing 
the manual and combined schools into pure oral schools are very 
great. It can probably only be done by dividing the school into two 
entirely separate and distinct schools, a manual and an oral depart- 
ment, each having separate quarters, and not coming in contact 
with each other at any time. That a manual school can be success- 
fully changed to an oral school by this means has been demon- 
strated absolutely in the case of the great Pennsylvania Institution 
for the Deaf at Mt. Airy, Philadelphia, but it has taken twenty-five 
years to complete the process. There can be no question that in 
all “combined” schools the “manual” atmosphere is all pervasive 
and almost coercive, and that if a parent wishes a child to depend 
exclusively on speech and lip-reading for communication with the 
world that child must be sent to an oral school. If no oral school 
is availably within reach, then steps should be taken to establish 
a small one. A list of schools is appended. 
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SOCIETY PROCEEDINGS. 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY 


Grorce E. SHAmBaAucu, M. D., CHairMAn. 
(Proceedings continued from page 1106). 


Dr. Hotincer: ‘Those who have visited the clinics in Vienna will 
remember that nearly every week one can witness labyrinth opera- 
tions. There is either more material in Vienna, or we cannot make 
the diagnosis. I think that in a city like Chicago, with its large 
contributary area, we might have pretty nearly as many cases as 
they have in Vienna, if we wanted to stretch a point. I do not 
think, however, that it would be an advantage to our patients. I 
am of the opinion that any number of cases of suppuration of the 
labyrinth do better if we just clean the middle-ear by complete rad- 
ical operation than if we break down old cofferdams of granulations 
which have been formed in the labyrinth against the progress of 
the suppuration towards the central organs, meninges and cerebel- 
lum. 

As to the first case of Dr. Pierce's, I read carefully the book of 
Dr. Neumann on cerebellar abscess, and I should be much mistaken 
if Dr. Pierce were not to find out eventually that this was a case of 
cerebellar abscess. The patient still had nystagmus after the laby- 
rinth was entirely invaded, and this is just the point that Neumann 
gives as a criterion for his cerebellar abscess. 1 believe that Dr. 
Pierce made allusion to it himself by saying that the pathologist 
found softened areas in the cerebellum. From what did that patient 
die? He did not die from labyrinthitis nor from meningitis. Did 
he have thrombosis? ‘There were no symptoms of sepsis. 

The presence of a cerebellar abscess would also explain the sud- 
den turn for the worse in the history that- Dr. Pierce gave us. It 
would mark the perforation of the abscess into the cerebellum. 1 
beg to differ with Dr. Andrews, in that the turning was not ma- 


terial, because if the pus in the cerebellum was under certain pres- 


sure and the abscess walls were thin, the movements of the head in 
turning may have been quite sufficient to rupture the wall of the 
abscess towards the ventricles, and then it was the sudden invasion 
of the pus into the ventricles that caused the fatal issue. 
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Dr. S. A. Frieperc:. Regarding indications for operation on 
these cases of labyrinth involvement I refer to a case I had ob- 
served last year. The patient had been ill about three weeks with 
tenderness over the mastoid and acute pain. An incision of the 
drum membrane was made but no pus escaped. There was pro- 
nounced nystagmus towards the affected side, rigidity and tender- 
ness of the neck. A rough test showed a marked diminution of 
hearing. The patient made an uneventful recovery with no further 
interference. 

Dr. Gro. EF. SHAMBAUGH: It is not easy to follow the report as 
presented. The statement was made regarding the first case that 
when first seen there was severe deafness in the left ear, but that 
it did respond to caloric tests. It would seem that it might have 
presented at that time a condition of a circumscribed infection of 
the labyrinth instead of a condition of diffuse serous labyrinthitis, 
as suggested by Dr. Pierce. 

Dr. SHAMBAUGH: I should like to ask Dr. Pierce whether the 
tests for fistula were made? 

Dr. Prerce: We noted no fistula symptoms. At the time of the 
operation no fistula could be found. 

Dr. SHAMBAUGH: The failure to detect a fistula does not ex- 
clude the possibility of one being present. It would seem to me that 
in view of the fact that caloric reaction was obtained before the 
-first operation, that the opening of the labyrinth was not indicated 
at that time. It would be contra-indicated as much in case the diag- 
nosis were one of diffuse serous labyrinthitis, as suggested by Dr. 
Pierce, as if it were one of circumscribed labyrinth infection. The 
response to caloric tests would seem to exclude a diffuse suppura- 
tion of the labyrinth. The case evidently did become one of dif- 
fuse suppuration of the labyrinth. The symptoms before the last 
operation point to a cerebella complication as the cause of death. 
A circumscribed labyrinthitis is not likely to lead to cerebellar 
complications. ‘These follow diffuse suppuration of the labyrinth. 
The return of spontaneous nystagmus to the affected side after 
having disappeared from that side also indicates cerebellar com- 
plication. 

I have operated on a few of these cases of diffuse suppuration 
of the labyrinth, and all of them have made good recoveries. In 
one case operated on several vears ago pus continued to discharge 
from the region where the cochlea was opened. About a year later 
the patient developed well-marked nystagmus to the affected side. 
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The opposite ear was normal. This spontaneous nystagmus to 
the affected side was not influenced by caloric tests. The patient 
was totally deaf in that ear. There were symptoms of disturbed 
equilibrium and general nervous symptoms, with severe headache, 
- which pointed to a cerebellar complication. There was very slight 
rise of temperature and the pulse was somewhat slowed. An opera- 
tion was done exposing the cerebellar cavity in front of the lateral 
sinus and working as far forward as possible. No evidence of pus 
was found, although the cerebellum was freely incised. This pa- 
tient made a good recovery. Possibly this was a case of circum- 
scribed encephalitis. 

I have operated on several other cases for diffuse suppuration 
of the labyrinth, coming on acutely with symptoms of fever and 
severe headache, where | felt that the free opening of the labyrinth 
might prevent cerebellar complication. All have made good recov- 
eries. All of my cases were secondary to erosion into the labyrinth 
caused by cholesteatoma. The last case operated was complicated 
by a severe hemorrhage from the bulb of the jugular, brought 
on by wiping out the tympanum after the operation had been com- 
pleted. It was evidently a case where the bulb encroached on the 
floor of the tympanum. The hemorrhage was controlled by pres- 
sure, and the case made a good recovery. 

Dr. HERMANN STOLTE: ‘Was not the patient boring his head into 
pillow during the last stages? 

Dr. Pierce: No. 

Dr. Store: Did he present any symptoms of locomotor ataxia? 

Dr. Pierce: After the explosion, as one might call it, the patient 
was unable to get out of bed. The reflexes were about normal. 

Dr. Store: Were any experiments made testing the ability of 
the patient to touch a certain point? 

Dr. Pierce: In my report I stated he was rather uncertain in 
putting the left finger to his nose. 

Dr. Stovre: I think that the turning must have had something 
to do with the fatal termination, since the symptoms developed im- 
mediately after this was done. 

Dr. Prerce, closing, said: I have very little to add. I should 
certainly, I believe, have opened into the labyrinth at the first opera- 
tion if the patient’s condition had warranted it, and if there had 
not been such a profuse hemorrhage. I should have done that 
because of the very recent attack of vertigo, notwithstanding the 
fact that the static apparatus on that side still reacted slightly to 
stimulation. However, as to the fistula, I believe that if it existed 
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at all it was around the stapes, but there was no reaction as a re- 
sult of pressure or the rarefaction test. If the gentlemen had been 
present at the operation and seen how thoroughly I explored that 
cerebellum they would have felt that there was no free pus in the 
cerebellum, as the autopsy verified. Dr. Le Camp said that there 
might have been encephalitis, in the first stages, but he is not sure. 
He told me that he did not know of what the man died. The sin- 
uses were all explored and found healthy. 

I think that Dr. Stubbs’ case was one in which he simply packed 
the gauze tightly against the stapes. I have had a similar experi- 
ence. The moment the pressure is removed, the vertigo and discom- 
fort cease. 

With regard to the second case being called peri-labyrinthitis, I 
should say that that is hardly in accord with the fact that the hear- 
ing was totally destroyed. I think it is quite possible that the ro- 
tation before his fast symptoms became apparent may have had 
something to do with it. I hope sincerely that it had not, but it is 
something we must bear in mind. I have had a similar experience as 
that quoted by Dr. Holinger. In a case of tempero-sphenoidal ab- 
scess the pus did not flow, although the knife passed directly into 
the abscess. 

Dr. HERMANN Sroure read an exhaustive paper on the New 
International Acumetric Formula, and its increased value, by adding 
in complicated cases a diagrammatic picture of the quantitative 
hearing, especially with reference to a classification of the different 
kinds of nerve-deafness. 


DISCUSSION, 

Dr. J. Hotincer: Dr. Stolte has once before spoken on tuning- 
fork tests, and then, as to-day, he left the meeting as soon as he had 
finished. A discussion and a weighing of the pros and cons was 
therefore impossible. ‘To-day, however, I cannot let some of his 
assertions pass. Dr. Stolte has undoubtedly given much time and 
patience to his investigations, but what is the positive gain as 
compared with Bezold’s tests. Everybody knows that in these fine 
tests for fields of hearing we depend considerably upon the atten- 
tion and feeling of the patient. Therefore we have to repeat them 
several times before we can rely upon them. This takes many hours. 
What busy man can afford to give that much time to each patient? 
And in the large free clinics these examinations, as Dr. Stolte says 
the international committee on hearing-tests requests us to make, 
are practical impossibilities. Possibly the conclusions that can be 
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drawn from these examinations repay us for the loss of time. Dr. 
Stolte says this (pointing at a chart) is probably a case of increased 
labyrinthine pressure. Prof. Bezold has shown by manometric ex- 
periments on the cadaver more than twenty years ago, that the 
pressure in the labyrinthine fluid can not be increased for any 
length of time, because an equilibrium is at once brought about 
through the aqueducts. Increased labyrinthine pressure has been 
found in deaf-mutes, where the aqueducts were closed. but the 
field of hearing which Dr. Stolte pointed out does not belong to a 
deaf-mute. I do not know whether it helps to increase our confi- 
dence in his assertions if we see that he even ignores the few facts 
that have actually been proven by experiments. Altogether, 1 
fail to see in Dr. Stolte’s paper any reference to or consideration 
of the newer pathology of the ear. All are clinical data which 
dangle in the air. 

It seems to me furthermore that Dr. Stolte complicates matters 
unnecessarily by substituting absolute numbers for hearing by air- 
and bone-conduction instead of making Rinne’s test. The hearing 
by bone-conduction improves as compared by hearing by air-conduc- 
tion, in all diseases of the sound-conducting apparatus. Rinne’s 
test gives us a comparison of the two, free from all accidentals. 
In trying to measure absolutely the hearing by air-and bone-con- 
duction, we are subject to accidentals, namely, the stronger or 
weaker initial irritation of our tuning-fork. Furthermore, Dr. Stolte 
makes two tests out of one. Finally we have to compare numbers 
in order to get the result, while in the regular technic of the Rinne 
test we get the result at once. It is one of the wonderful diag- 
nostic advantages of Rinne’s test that in diseases of the sound- 
perceiving apparatus Rinne’s test is not altered because hearing 
by bone-conduction and by air-conduction are both proportionately 
lowered. Finally Dr. Stolte mentions against Rinne’s test that we 
must not compare the vibrations of the prongs with those of the 
handle of the tuning-fork. ‘The answer is this, that we compare 
only the length of time of perception of vibrations. The handle 
vibrates exactly as long as the prongs do, which can be mathemat- 
ically and mechanically proven. 

Personally I thank Dr. Stolte for giving me an insight into the 
work of this committee, but I am not thereby convinced as to the 
advisability of changing the present method of making hearing- 
tests. We make functional tests in order to get a diagnosis. A 
diagnosis must include and represent a pathological entity, and 
with it a prognosis. This I obtain completely and accurately in 
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twenty minutes by means of Bezold’s tests, which are supported 
by ample pathological investigation. The tests which this com- 
mittee expects us to make take hours, and as I have tried to show, 
give us only clinical facts, not supported by pathology, nothing 
except a present status which may change in a few days, as Dr. 
Stolte himself has proved in one of his cases. I refer to the case 
of suppuration of the middle-ear, where Dr. Stolte ascertained 
the field of hearing. He removed a few granulations from the 
middle-ear and the field of hearing changed. Later on the patient 
acquired typhoid fever, the field of hearing changed again, and 
finally it changed again, after the patient had passed a few weeks 
in the country. 


Regular Meeting, April 19, 1910. 


Severe Sepsis Following Tonsil Operation. By L.W. Dean, M.D. 
Published in full in Tur Laryncoscore, July, 1910, p. 739. 
DISCUSSION. 

Dr. W. L. BALLENGER: We ought to feel indebted to Dr. Dean 
for so frankly reporting experiences of an adverse nature. I re- 
call only two cases of very severe local infection following tonsil- 
lectomy, and one following tonsillotomy. Adults are more prone 
to have these infections than children, and tonsillectomy is no more 
apt to be followed by infection than tonsillotomy. The first case was 
a man, 35 years old, who had a very severe streptococcus infection. 
He was in bed for about two weeks. He recovered rapidly. The 
second case was one in which I saw the most severe and disastrous 
sequelae that I ever encountered. The patient had had his tonsils 
removed because of a very severe laryngitis occasioned by a con- 
siderable use of the voice. The throat was not objectively sore, 
but there were subjective symptoms. He evidently had a follicular 
tonsillitis. I dissected the tonsils out with a knife and he developed 
a most virulent infection. The muscles of the neck were stiff and 
it was some months before he recovered sufficiently to return to 
his work. The operation was similar to those I had done in hun- 
dreds of patients before and since, and teaches the lesson that we 
should not operate in the presence of acute infections, except in 
such cases as those Dr. Dean mentioned. Usually we do not ex- 
pect complications in tonsil work, but perhaps we have been loth to 
confess such occurrences as Dr. Dean reported. I have had num- 
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bers of cases of mild infections, but nothing more serious than 
those I mentioned. I have had otitis media following tonsil opera- 
tions. 

Dr. J. Hotincer: Few of us realized that sepsis plays such a 
great role amongst the dangers of tonsillotomy ; therefore the paper 
of Dr. Dean is important. It is true that I saw a young man die, 
who was brought to Alexian Brothers’ Hospital in a septic condi- 
tion after a tonsillotomy elsewhere, but except in very rare cases 
we looked upon hemorrhage as the only danger of this operation. 

1 think that two cases which Dr. Dean reported might shuw a 
somewhat different aspect in the light of the fact that the tonsils 
and the lymph-glands of the neck are secondary organs which ob- 
tain their lymph from the nose and naso-pharynx. The nose there- 
fore must always be carefully watched. In one case Dr. Dean 
tries to explain the symptoms by ascribing them to a thrombo-phle- 
bitis, which progressed backwards from the jugular vein to the 
inferior-petrosal sinus, the cavernous sinus, the posterior inter- 
cavernous sinus, and both superior ophthalmic veins, in other 
words, of all the venus sinuses of the base of the brain, and the 
patient recovered. I do not remember having seen, heard or, or read 
of a case of recovery after such extensive affection of the sin- 
uses, and therefore would ask Dr. Dean whether another explana- 
tion of his case would not be possible? He did not mention anything 
about the nose. An acute inflammation of both frontal sinuses and 
ethmoidal labyrinth might explain the exophthalmus, loss of vision 
and also the recovery. In another case with a large abscess of the 
neck after tonsillotomy, Dr. Dean mentions that the lymph-glands 
which were seen in the external wound were not swollen. This is 
important. It shows that these glands do not get their lymph from 
their vicinity, but from the nose, and naso-pharynx, and those 
parts evidently were normal in this case. 

Dr. A. M. Corwin: This is a very interesting question, which 
the reader of the paper has brought up again. Personally, out of a 
large number of tonsils removed by one method or another, I have 
never yet had a severe sepsis following the operation. But one 
feels like touching wood when he makes such a statement, for we 
realize that any of us may have such a complication no matter what 
our technic. I do not agree with Dr. Holinger when he minimizes 
the part the bacteriology of the tonsil plays in the cases. We know 
too little about bacteriology of the ordinary non-inflamed tonsil. 
Considerable has been written about the bacteria in acute cases, 
but in the ordinary case of hypertrophy that comes for operation, 
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how much do we know or seem to care about what pathogenic 
germs may be present in the tonsillar crypts. The endemic cases 
of membranous and lacunar tonsillitis referred to occurring in one 
family, suggest something like diphtheria. It seems reasonable 
that all cases of secondary involvement of the tonsils and tissues 
underneath should be examined critically from a bacteriological 
standpoint. I have no doubt, however, that. apart from the kind 
and the virulence of infection, the question of individual resistance 
and technic must play considerable part in the small number of 
septic instances that come in a very large number of patients oper- 
ated on. We can easily imagine that a case in which muscular tis- 
sue is extensively injured in the operation is more open to infec- 
tion than one in which the capsule alone is involved. Just what 
number of cases of infection would show such trauma of muscular 
tissue, we can not tell. It would be interesting to know, but it is a 
hard thing to get at. We take out these tonsils, and it is next to 
impossible to tell in a radical resection how much muscular trauma 
has been done. 

As to the relation of nasal suppuration, and sepsis following 
tonsillotomy, it would be difficult, I believe, to show that there 
was sinus involvement or nasal trouble out of the ordinary to 
account for the septic sequelae. I cannot follow Dr. Holinger in 
his argument. The after-treatment of the wound is of importance 
in preventing infection. I feel more easy after the use of nitrate 
of silver, forty to sixty grains to the ounce, swabbed into the 
wound thoroughly. This closes up the lymphatics. I also use equal 
parts by bulk of carbolic acid and camphor. Whether these appli- 
cations immediately following the operation have lessened the 
amount of after-effect in every patient I do not know, but it seems 
reasonable that a good strong local treatment of that sort must be 
effective. 

Dr. P. J. H. Farreti: In my case, which Dr. Ballenger cited, I 
did not have an acute inflammation of the tonsils. A month before 
Dr. Ballenger operated I had a laryngitis and hoarseness, no pain, 
and while I had no inflammation of the tonsils, they had, since 
childhood, been hypertrophied. I thought that perhaps the large 
tonsils had a tendency to produce occasional hoarseness after strain- 
ing my voice to reach a large audience. 

I had a streptococcus infection which ran a severe course for 
several months after the operation, and the torticollis which fol- 
lowed has now, after three and a half years, almost disappeared. 
There is still some pain and stifffiness when turning my head to the 
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left. I must correct the impression that any physician had refused 
to operate upon my tonsils because of an acute inflammation or 
for any other reason. 

We should be very careful in doing tonsillectomies. I use iodine, 
Lugol’s solution, in every case, swabbing the tonsil-bed thoroughly. 
I have done a large number of tonsil operations, but have never 
had an infection. The after-treatment is very important. In my 
case, we used a mild alkaline gargle immediately after the opera- 
tion. 

About six years ago Dr. Freer did a submucous operation upon 
my septum, and my voice had given me no trouble until the hoarse- 
ness that appeared a month previous to my tonsillectomy, and this 
after | had made many public speeches in the preceding month. 
The atrophy -following the tonsillectomy has made me more suscep- 
tible to hoarseness after public speaking than at any time previous to 
the operation. I have had several acute and painful attacks of 
laryngitis and pharyngitis, which was unknown to me previous to 
the operation. Personally, I am no longer doing complete ton- 
sillectomies. Tonsillitis can be relieved and cured, but an atrophic 
throat cannot be relieved and is incurable. 

Dr. O. T. Freer: The occurrence or absence of septic complica- 
tions after tonsillectomy depends, in my opinion, almost entirely 
on the method of operation, unless in the case of the removal of 
acutely inflamed tonsils. Those operative modes whose principle 
is the tearing out of the tonsil wholly or in part with blunt imple- 
ments, such as finger, dull separator and the wire snare, not only 
devitalize the tissues by bruising and rending them, but cause the 
dormant chronic peri-tonsillar inflammation, so frequently present 
about diseased tonsils, to become violent and acute, while the sloughs 
and half-dead tissues, left by these evulsive methods, form an ex- 
cellent culture-medium for pathogenic germs. To show the evil 
effects of such rough surgery I mention as examples two cases. 
One of the patients was a robust boy aged 12 years, whom I saw 
in consultation with a colleague. He died of ulcerative endocarditis 
resulting from septic absorption due to a gangrenous condition of 


the soft palate and pillars of the fauces created by an enucleation 
and snaring operation, which tore the tonsil from its bed and 
with it a large part of the soft palate and the posterior palatine 
arch. The second patient died of pyemia following the same type 
of operation, and in numerous other cases seen by me, where the 
consequences were less serious, marked inflammation. fever and 
sloughing followed the tearing out of the tonsils by this method. 
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It is not to be denied that blunt evulsion and the snare will often 
take out the tonsils without much or any damage, and the reason 
for the harmlessness of this procedure at one time and the injury 
it does at another, is principally the absence or presence of cicatricial 
adherence of the tonsil to its surroundings; this adherence being 
the result of chronic peri-tonsillitis or repeated attacks of peri- 
tonsillar abscess. 

Chronic peri-tonsillitis is a very common affection and much 
more important than seems to be generally understood. It results 
from frequent attacks of acute tonsillitis, or more often from 
chronic tonsillitis maintained by bad drainage of crypts, which 
suppurate or are filled with decomposing epithelium. In these 
conditions the chronic inflammation about the tonsil cicatricially 
joins it to the tonsillar fossa and the pillars, matting the parts to- 
gether, so that the so-called capsule of the tonsil, seldom a very 
definite structure, becomes firmly united to its surroundings, blend- 
ing with them. The persistent soreness about the tonsils, and pain 
in swallowing and speaking so characteristic of chronically-diseased 
tonsils, is due to this constant low grade of peri-tonsillar inflam- 
mation, which causes motions of the muscles of the palate and 
pharynx to be painful. 

In some cases the chronic peri-tonsillitis is interrupted by a 
succession of peri-tonsillar abscesses, in others none occur, ~ In 
some cases the peri-tonsillitis makes itself evident by a chronic 
hypertrophy of the pillars of the fauces, with thickening of the 
mucosa surrounding the tonsil, a thickening which may even be 
great enough to simulate a tubercular infiltration. In most in- 
stances, however, the inflammatory process is hidden in the depths 
of the tonsillar fossa, and merely makes itself manifest by dys- 
phagia and discomfort. 

The result of the peri-tonsillar inflammation, whatever be its 
cause, is always a cicatricial union of the tonsil to the pillars, palate 
and tonsillar fossa, so that, instead of permitting itself to be shelled 
out readily, with its fibrous covering, the tonsil adheres to its sur- 
~oundings and can only be properly liberated from them by dissection 
with the keen blade. Attempts to tear it out, tear out muscular 
tissue and portions of the palate with it; this violence leading to 
the septic inflammations mentioned. 

Because of the injury and inflammation often caused by the 
evulsive methods, I have abandoned them for years, and now rely 
entirely on knife dissection, as described by me in the Jour. A. M. A., 
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1909, Vol. 52, pp. 547-552. This method not only cleanly excises 
all tonsils, regardless of how firmly they be adherent to the tonsil- 
lar fossa, but also causes such a minimum of reaction that danger 
of sepsis is practically eliminated. The wire is a rude cutting 
implement, and, where the tissues are tough and fibrous, it rends 
rather than cuts. Where used in combination with blunt separation 
of the tonsils, the wire snare represents timid surgery, which, fear- 
ing bleeding, runs the greater risk of septic inflammation and «le- 
struction of portions of the palate. 

With reference to the importance of fresh air after tonsillectomy, 
mentioned by Dr. Holinger, it seems to me that there are always 
sufficient bacteria in the mouth to produce infection, if the tissues 
have been enough damaged to invite it, and, as in surgical opera- 
tions elsewhere in the body, the best safeguard against sepsis after 
tonsillectomy is a minimum of traumatism and devitalization of 
the tissues. This is insured by the use of the knife in preference to 
blunt dissection, which by mechanical injury lowers the resistance 
and vitality of the tissues. 

It seems unfair to Dr. Dean to suppose that he overlooked so 
formidable a disease as a double frontal sinuitis great enough to 
produce exophthalmos in one eye and panophthalmitis in the other. 
It is hard to explain the eye symptoms in his case, but, to invade 
the orbit and create exophthalmos, the frontal sinuitis would neces- 
sarily have to be not only suppurative, but suppurative with a ten- 
dency of the pus-formation to extend beyond the sinus into the 
orbit and produce orbital abscess. The fact that no such result oc- 
curred in Dr. Dean’s case speaks against frontal sinuitis. 


Dr. Epwin Pyncuon: While the paper is limited to septic mani- 
festations following tonsil operations, we all know that serious 
septic conditions arise following diseases of the tonsil where there 
has not. been any operation done. It is apparent that when sepsis 
occurs after tonsil operations, it must be due either to a septic con- 
dition previously present in the tonsil, or to the introduction of 
germs during or after the operation. The tonsil is intimately con- 
nected with the lymphatic system and after an operation it is the 
easiest thing in the world for sepsis to extend from the tonsil 
wound into the general lymph stream, and particularly to the cer- 
vical glands. Therefore, if anything can be done which will close 
the openings in the tonsil wound after operation, it will prevent, to 
a considerable degree at least, the possibility of sepsis extending 
from the local focus. I have for the past twenty years been doing 
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tonsillectomies. 1 was convinced from the beginning that the 
proper thing to do is to remove the entire tonsil. I have done ton- 
sillotomy, but the majority of my operations have been tonsillec- 
tomies. I use the cautery under local anesthesia. It is alleged 
that the cautery is a bad thing because it adds a burn to already 
existing conditions, but by its aid we accomplish the very thing I 
mentioned—closing up the openings which lead to the general 
lymph stream. I have not had any pronounced sepsis following any 
tonsil work. There is always bound to be a moderate degree of local 
sepsis after the making of a deep wound in the throat. My belief 
is that the best results are obtained by following out the principle 
of the efficacy of a small dose, frequently repeated. In other 
words, frequent cleansing of the wound. My custom is to have 
the patients gargle the throat regularly every fifteen minutes for 
the greater part of the first twenty-four hours. After that every 
half hour for a day or two. Then at least every hour. In this way 
| have not been annoyed by any of the serious manifestations re- 
ported by Dr. Dean. 

Dr. W. L. BALLencer: Dr. Dean hospitalizes all his patients. I 
hospitalize about five per cent. Dr, Dean keeps his patients in the 
hospital an extreme length of time. That is one of the dangers 
he is assuming. ‘The only reason I put a patient in the hospital 
is because | feel that the secondary hemorrhage can be controlled 
more easily. ‘The danger of infection is greater when the patient is 
kept in the hospital too long. 

Dr. Dean (closing): I examined the noses of my cases care- 
fully, but found no evidence of sinusitis. I do not keep my patients 
in bed during the time they remain in the hospital. I keep them 
quiet for twenty-four hours and then send them out of doors. 


Case of Cerebellar Abscess. By N.H. Pierce, M. D. 

The patient was operated on in February, 1909, and a large quan- 
tity of pus was obtained from the right cerebellum. It was a case 
of cholesteatoma of the right ear, with invasion of the labyrinth. 
At the time of operation she was unconscious. A radical operation 
was done, the right vestibule and labyrinth were opened, but no 
pathological communication being found between the labyrinth and 
cerebellum, an opening was made in the occipital region and the 
abscess evacuated and drained. Everything went well until six 
months ago, when she began to have headaches. There is marked 
spontaneous nystagmus on looking toward either side, which prac- 
tically disappears on looking straight ahead. The right labyrinth 
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does not react to caloric tests. A further detailed report will be 
made later. There was complete facial paralysis before the opera- 
tion, which has practically disappeared. It is probably a plastic 
meningeal process involving the nerves of a cyst of the cerebellum 
developing from the abscess cavity, situated so close to the median 
line as to affect the left nucleus. 


Recurrent Enlargement of Parotid. By S. A. Friepverc, M.D. 
Female, married, aged 37; the condition has been present inter- 
mittent for 15 years. Had typhoid fever in 1890; subsequent to 
this she had a train of functional nervous symptoms for several 
years, but which for a number of years past have been entirely ab 
sent. The first evidence of the present condition appeared about 
15 years ago. The patient stated that she remembered having had 
a sensation of dislocating or locking the right side of the jaw in 
gaping. This caused severe pain on attempted closure of the 
mouth and was accompanied by the immediate swelling of the 
parotid gland. This sensation has accompanied the parotid en 
largement frequently since that time: The attacks are usually pro 
duced by acids, mineral or vegetable and highly spiced foods. The 
left gland is more often swollen than the right, although at times 
both are simultaneously affected. The gland rapidly enlarges and 
one can distinctly see the increase in size. The swelling persists 
from % to 2 hours as a rule, although occasionally it takes 12 
hours for it to subside. She is having on an average, about 2 at 
tacks a month. There is apparently no diminution of saliva; dry 
ness of the mouth or throat is not present; neither is there an ex 
cess at the termination of the attack. As for the symptoms, th« 
patient has acute pain when she eats very sour or peppery foods 
The pain radiates down the jaw and under the chin and extends 
back of the ear. This lasts momentarily and is succeeded by the 
feeling of tension over the gland. At other times the pain is not 
severe, only the tense sensation being present accompanied by a 
feeling of warmth in the parotid region. Usually there is discom 
fort,-but no actual pain on mastication. Attacks are sonietimes 
preceded by an intense external itching in the region of the glands. 
There appears to be no submaxillary involvement. On palpatior 
the glands are apparently a little larger than normal, due perhaps 
to the constant recurrence of the swelling. There is tenderness on 
palpation only when they are swollen. Because of the comparative 
lack of severity of the trouble, Stenson’s ducts were not probed. 
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As I stated above, I have been unable to find an exact duplicate 
of this case in the literature. However, I will enumerate the vari- 
ous conditions in which recurrent enlargement of the parotid has 
occurred. No account is taken here of the various secondary in- 
flammatory conditions of the gland following the infectious dis- 
eases or of post-operative complications. In 1896, Raymond John- 
son reported five cases of swelling of the parotid coming on during 
a meal. In three of these he demonstrated that an obstruction of 
Stenson’s duct caused a retention of saliva, There was consider- 
able pain during mastication. Several relapses occurred in one case 
and suppuration in another. Kussmaul (cited by Johnson) records 
an instance of recurring salivary tumor resulting from fibrino~ 
purulent inflammation of Stenson’s duct. In this case, a woman 
of 32, there had been attacks of swelling of the right parotid gland 
recurring every 5 or 6 months over a course of two years. The 
swelling always occurred somewhat suddenly during meals and was 
attended by a feeling of discomfort but no actual pain, usually last- 
ing half an hour and then rapidly subsiding. A year later a more 
severe attack occurred of longer duration, more swelling and at- 
tended with much pain, especially during meals. Swelling subsided 
after tne escape of a few drops of thick pus from Stenson’s duct. 
The attacks occurred more frequently, sometimes after intervals 
of not more than 2 or 3 weeks. During the attack, a fibrino-puru- 
lent mass could be forced out of the duct. This consisted of a 
fibrinous deposit containing pus and epithelial cells. Stiller, ot 
Budapest (cited by Johnson) mentions the case of a man, aged 36, 
who had a rapidly increasing swelling of the right cheek appearing 
during dinner. This was the seat of warmth and discomfort, but 
of no actual pain. It continued increasing in size up to the next 
day. While the patient was handling and squeezing the tumor, he 
spat out a shredded purulent mass, whereupon the mouth filled with 
a pure watery fluid. The enlargement then disappeared. Subse- 
quently the patient experienced milder attacks every 3 to 6 months, 
which were relieved by pressure on the gland. 


A number of cases of transitory enlargement of the parotid 
gland due to the administration of the iodides have been recorded. 
When the medicine was discontinued, the swelling rapidly subsided. 
There have also been cases reported of recurrent parotid enlarge- 
ment in xerostomia. or dry mouth. In one of these, that reported 
by Battle, the parotids increased and diminished in size over a 
period of 2 years. The glands were enlarged to about the size of a 
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walnut and were firm and lobulated. In another case reported by 
Chappell, the parotid glands would enlarge and become tender. 
The swelling would subside in 2 or 3 days. 

In cases of calculus of the submaxilliary gland or of Wharton’s 
duct we frequently have attacks of what is known as salivary colic. 
This also comes on during meals and is accompanied by pain or dis- 
comfort and an enlargement of the gland. These cases are due to 
the retention of saliva on account of the obstruction. 

In my case there never has been any apparent difference in the 
normal amount of saliva nor have there ever been any plugs of 
mucus or muco-purulent material from Stenson’s duct. It re- 
sembles the cases cited in as much as it appears during meals. It 
differs from them in the greater number of attacks and the longer 
period of time which has elapsed since the beginning of the trouble. 
The swelling is only temporary and on subsidence between the at- 
tacks, we find that the gland is only slightly affected, whereas in 
the other cases the swelling has usually existed for a longer time 
and was relieved only by the removal of the obstructing material 
from the duct. In view of these facts I believe we have to deal 
with a spasmodic closure of stricture of Stenson’s duct brought on 
by the stimulation of certain foods and subsiding gradually when 
the effects of this stimulation has worn off. It seems to me that 
if a chronic inflammatory condition were present the attacks would 
not subside so quickly, would occur oftener and there would be 
more evidence of the retention of secretion in the glands than is 
now present. The introduction of the probe might possibly have 
helped in clearing up the diagnosis, but as the patient is from out 
of the city, this will have to be deferred until she presents her- 
self again. 

DISCUSSION. 


Dr. Norvat H. Pierce: I recall a somewhat similar case which 
lasted for about a year before I saw her, a girl of 16 years. There 
was pronounced swelling of Wharton’s duct. On probing it I 
found a small calculus, which I removed. Undoubtedly, most of 
these cases are inflammatory and due to calculous deposits in the 
larger or smaller ducts. 

Dr. Frrepperc (closing the discussion) :) I found no description 
of this condition in the text-books. Johnson, in three of his cases, 
determined that the trouble was not due to calculus, but to an exu- 
date in the duct, which caused temporary obstruction. The French 
describe a salivary colic coming on during eating, characterized by 
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swelling of the sub-maxillary. On probing the duct one can 
find the obstructing material. 


Suction in Suppurative Otitis. By H. Grape, M. D. 

A boy had an ear discharge persisting about 4 months after 
measles. The ear had been well taken care of by Dr. Yudelson, who 
then referred him to me. I found a large defect in the upper rear 
part of the drumhead, with moderate muco-purulent discharge of 
offensive odor. Hearing fair. Although I had reason to believe 
that good care had been used in applying the gauze-tampon, I con- 
tinued personally the same treatment daily for 2 weeks, mean- 
while trying to dislodge any accumulated debris by means of attic 
irrigation. No result whatsoever was obtained as regards dis- 
charge or odor. For nearly 2 weeks more the boy had the treat- 
ment continued at home, and as I watched him I knew it was 
properly carried out. Still no change. I then directed him to 
use suction each time before and after a fresh tampon was inserted, 
twice a day. One week later the discharge was lessened and 
the odor scarcely perceptible; in another week the ear was cured 
and has remained so for more than 2 years. 

I have had no opportunity again to give the method such a 
critical test. For since that experience I have deemed it proper 
to use it in all cases from the beginning of treatment together with 
syringing, gauze drainage, etc., and cannot say with certainty how 
much suction contributed to the success. Still I have seen two 
other patients in whom treatment had been kept up for weeks by 
others in a manner which seemed to be thorough, and in which 
the first decided improvement was only obtained after I added 
suction to the previously-employed methods. Some 3 or 4 out 
of about 50 cases of chronic otitis presented conditions, which, ac 
cording to my former experience, made a cure by conservative 
methods without suction very unlikely. But that is of course not 
positive evidence. I also do not wish it to be understood that suc- 
tion can always cure. 


In acute cases it has seemed to he that I obtained often a shorter 
course than I would have expected on the basis of past experi- 
ence, But that, too, is mere impression, not evidence. ‘The most 
I can say is that three patients who came to me in the second and 
third ‘weeks of an acute otitis because they were dissatisfied with 
the slow progress 


as it had seemed to them—improved more 
rapid!y subjectively and objectively when I added suction to the 
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previous treatment, which I believe had before been well carried 
out by their former physician. 

The effect of suction is sometimes visible by the reappearance 
of discharge in the tympanic perforation after thorough cleansing 
by syringing. As we deal with cavities with rigid bony walls we 
cannot explain this by the pressure of the external air, as would be 
the case in an abscess in soft parts. But except in instances of 
profuse discharge the middle ear, attic and adjoining cells con- 
tain air as well as some morbid fluid and this confined air expands 
upon suction and helps to force out the fluid if the latter is nearet 
to the exit than the air. There is also some effusion from the 
vessels upon forcible suction, and indeed at times slight hemor- 
rhage, which presumably aids in dislodging pent-up secretion. 

DISCUSSION, 

Dr. J. R. Fiercuer: I have had an experience lately which I 
think is unique. A man was struck over the ear and had a tra- 
matic rupture of the anterior inferior quadrant of the right tym- 
panum. I saw him about a week or ten days later, and found a 
sericus exudate, but no infection. After two weeks of treatment, 
no improvement was evident. I blew out the tube and drained 
with iodoform gauze, closing the external meatus with sterilized 
cotton. He acquired acute rhinitis, which caused a sero-purulent 
discharge from the ear. His condition got very much worse. 
After four or five days I undertook suction treatment, and after three 
treatments, covering a period of six days, draining with the iodo- 
form gauze, the discharge ceased completely. I insufflated a small 
quantity of boric acid powder. After two weeks the wound in the 
ear-drum had entirely healed. 

Rontius Ruttin throws some light on the efficacy of suction in 
these cases. He found that the granulations on the wall of the 
labyrinth in chronic suppurative otitis media oftentimes form little 
pockets, which contain pus. These pockets do not drain spontane- 
ously. They destroy the underlying tissue. Suction will empty 
these pockets. The only danger from suction would be the dislo- 
cation of partially necrosed bones. In such a case the inflammation 
would extend to the labyrinth. 

Dr. W. L. BALLENGER: My experience with the suction treat- 
ment of otitis media corresponds with what Dr. Gradle has said. 
I do not attribute the immediate danger to rarefaction of air in 
the middle-ear, but to the fact that the secretions are thinned and 
flow out more readily. Leucocytosis is also produced by the hy- 
peremia which is induced and the nutrition of the tissues is im- 
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proved. In other words, the tissue resistance is raised, the ten- 
dency to infection is diminished, and with increased tissue re- 
sistance the infection finally disappears and a cure follows. I fear 
that these cures are more apparent that real, and we should not 
feel that we have cured these patients because there is liable to be a 
recurrence of the trouble. 

One case remained cured for seven years, but the patient finally 
died of meningitis. It is dangerous for the physician to believe 
that he is curing his patients. He may cure them to the extent 
that he no longer sees any secretion, but I doubt that he cures 
them in the sense that the gross pathologic lesions could not be 
discovered. However, this method of treatment is valuable and very 
beneficial, but we must caution the family that the cure may not 
be as complete as it seems. 

Dr. Epwixn PyncHon: Suction is undoubtedly of value. In 
these conditions we have the devitalized state of the mucous mem- 
brane lining the middle-ear. Suction is of benefit not only on ac- 
count of removing the secretions, but it also increases the blood 
supply to the part and invigorates the lining mucous membrane. 
[ have been using suction for many years, but employ an air cur- 
rent somewhat different from ordinary suction. I have devised an 
apparatus whereby you can produce either continuous suction or 
what is called suction with release. If you draw too much blood 
to the part you may do harm, but if you use a form of suction 
wherein, after the exhaust, there occurs what is called a release, 
the treatment is much more beneficial than with the cther form of 
suction. My apparatus is a pump which is attached to the Victor 
engine. and it gives four forms of air currents. 

As regards the use of gauze packings in the ear, I have not been 
particularly pleased with that method of treatment, for the reason 
that if the patient is seen only once in twenty-four hours the gauze 
becomes so saturated with the secretions that it, to a large extent. 
loses 1ts power of capillary attraction. 

I have preferred the wet method of treatment. By using the 
douche frequently you will get much better results than by using 
it only once or twice a day. The frequency of use is regulatd by 
the amount of discharge and the other symptoms present. 

In case there is a bad odor or pain, my favorite douche is a one 
per cent carbolic acid solution of as great a heat as the patient can 
stand with comfort. When there is no pain or bad smell, I use a 
hot one per cent soda solution. The combination of suction and 


the douche treatment has given me the best results in the shortest 
time. 


| 


TORONTO ACADEMY OF MEDICINE. 
SECTION OF OPHTHALMOLOGY AND OTO-LARYNGOLOGY. 
February, 1910. 
R. A. Reeve, M. D., CHAIRMAN. 
PRESENTATION OF CASES. 
Case of Chronic Laryngitis for Diagnosis. By Price-Brown, 
M. D. 

The patient, male, aged 28 years, had been working in a laundry 
for several years, part of the time each day in the hot steam of the 
work-room, and the rest of the time driving the laundry wagon. 
Six months ago, he took cold in the throat, losing his voice. From 
then until now he has been aphonic. The outside work was dis- 
continued ; but he has worked full time in the laundry ever since. 
He has had occasional pains in chest, with cough and expectoration. 

Examination of chest revealed some bronchial rales in upper right 
lung and slight ones in the upper left. Appetite good; no loss of 
weight. Careful examination of sputum by City Health Officer re- 
vealed no T. B. 

Examination of larynx: Cords slightly paretic, leaving narrow, 
\'-shaped opening. Ventricular bands edematous; also arytenoids. 
He punctured both latter with electro-cautery needle, and was brush- 
ing larynx internally with lactic acid, 50 per cent every third day, 
and also using daily menthol sprays. There was improvement in 
appearance of larynx and less cough. The man still works with 
full strength, full appetite and full hours, without loss of weight. 

DISCUSSION. 

Dr. Boyp said the case to him suggested tuberculosis. There was 
inter-arytenoid infiltration and edema of arytenoids. It might be 
syphilis. He suggested cultures from swabs. 

Dr. STEWART agreed with Dr. Boyd in suggestion of tuberculosis. 
He thought the patient's temperature should be taken regularly. The 
chairman asked if any of the reactions for tuberculosis had been | 
tried. The reply was thar nothiny had been attempted in that 
line but the exaniination of the sputum for T. B. 

Dr. Trow agreed that it looked like tuberculosis ; but that sudden 
changes from the hot laundry to the cold ouside might cause simple 
laryngitis, resulting in swelling of the larynx. 
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Dr. MAcLENNAN believed it to be either tubercle or syphilis, and 
approved of the suggestions of repeated examinations of lungs, 
sputum and temperature. 

Dr. Price-BrowN, in reply, said there was slight consolidation of 
the lung, but no breaking down. The only reason he had for 
questioning the diagnosis of tubercle, was the improvement in the 
local and general condition, together with the fact that the evening 
temperature never seemed to rise above the normal, The history 
of the case did not accord with the suggestion of syphilis. He 
would watch the case and report later. 


March, 1910. 
PRESENTATION OF CASES. 


Case of Deviated Septum Under Treatment by “H’’ Operations. 
By Price-Brown, M. D. 

The patient, a young man, suffering from severely deflected sep- 
tum to the left was operated two weeks ago. The septum was now 
straight and almost healed. He still wore the rubber splint without 
pain or inconvenience. It would be retained for another week or 
two until healing was complete, and then it would be removed. 


DISCUSSION. 


Dr. Boyd took exception to the statement which he understood 
the doctor to make that bony deviations of the septum were unim- 
portant and only needed a slight operation to remove them. 

Dr. Price-Brown, in reply, said that in his experience, bony 
deviations of the septum were usually slight and were readily re- 
moved. Still in a very large majority of cases it was the triangular 
cartilage that was at fault; and in those instances he believed that 
straightening the septum by the “H”’ operation was much better for 
the patient than the submucous resection. 


A Peanut Kernel Removed from Trachea Through the Bron- 
choscope. By WisHArt, M. D. 

The little patient was only 20 months old. The history of the 
condition was very obscure ; but the indications of bronchial obstruc- 
tion were so marked and threatening that the use of the broncho- 
scope was resorted to. The foreign body was found and removed 
through the tube. A few hours later the irritation in the larynx 
made it necessary to intubate. Complete relief was the result. 
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DISCUSSION. 

The CHairMAN said that the use of forceps for the extraction of 
foreign bodies from the ear often had the effect of pressing the 
object further in; and asked about the shape of the teeth of the 
forceps used in this case. 

Dr. Boyp congratulated Dr. Wishart upon the successful use of 
the bronschope in so young a patient. He said that tracheotomy was 
the method of treatment usually advised in such young subjects. 
In the single instance of this kind that he had had, after opening 
the trachea and inserting the tracheotomy tube, the foreign body 
was coughed into it and removed. Irritation of the pharynx was 
thus avoided. 

Dr. WisHarr stated, in reply, that the forceps used were claw- 
shaped. 


Mastoid Case. By Gise Wisnart, M. D. 

A radical mastoid operation had been done upon this man some 
months ago. There was no paralysis after the operation and he 
was sent home to the care of his family physician. He now re- 
turned with facial and partial glosso-pharyngeal paralysis on that 
side and granulation in the middle-ear. What is the cause of the 
paralysis? 

DISCUSSION, 

Dr. Boyp suspected malignancy. The after-treatment of these 
cases should be under the care of the operator. 

Dr. Stewart thought the-granulations were simple, and by pres- 
sure had caused the incomplete paralysis. Prognosis should be 
fair, if it was cleared out and Squabb’s astringent or chromic acid 
used. 


A Frontal Sinus Case. By Cuarves Stewart, M. D. 

Case of a man in whom a successful operation for frontal sinus 
disease of ten years’ standing had been done. There had been a 
constantly discharging sinus in the brow. The infundibulum was 
absent. In operating, the anterior wall and floor of the sinus was 
removed, There was moderate deformity. Two years had elapsed 
since the operation. Healing was perfect. 


Growth in Naso-Pharynx. By CHARLES Stewart, M. D. 

A man, aged 50, with growth in naso-pharynx, was presented for 
diagnosis. Had large, hard glands in neck and paresis of ocular 
muscles. Sections of growth, which partially filled the naso- 
pharynx, showed granulation tissue, possibly sarcomatous. He is 
taking Pot. Iod. 
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DISCUSSION, 

The CHAIRMAN had seen a large pedunculated post-nasal growth 
disappear rapidly under iodides, He recommended large doses. 

Dr. Price-BrowNn advised iodides and mercury; and failing, 
to try electro-cautery dissection through the nose, removing the 
growth piece-meal, provided there was no diagnosis of epithelioma. 

Dr. GoLpsMitH suggested that if iodides were not tolerated in 
large doses, soamin might be tried. 

Dr. Curupertson asked what relation the enlarged glands bore 
to the growth? 

Dr. Stewart, in reply, said that the glands had already been 
operated on twice, being regarded as tubercular. He considered 
the case as possibly syphilo-septic, possibly malignant. He would 
push the iodides and mercury if they could be tolerated and watch 
the result. 


Papilloma of the Larynx. By Georrrey Boyp, M. D. 

This was the case of a young woman from whom he removed 
papillomata of the larynx some months ago. He asked the opinion 
of the Section as to the prognosis in reference to the return of 
the voice. 


Sequestra of Both Petrous Bones from a Child Two and One- 
Half Years Old. By Grorrrey Boyp, M. D. 

The boy had double mastoiditis with sub-periosteal abscesses six 
weeks after scarlet fever in December, 1g08. ‘Wilde's incision was 
made on one side, the other was allowed to open spontaneously. 
Nothing was done beyond cleansing until admission to the Sick 
Children’s Hospital in March, 1910. There was then double facial 
paralysis and copious, purulent, fetid discharge from both ext. 
meatuses and from sinuses over mastoids. Bare bone in latter 
situations. Double radical mastoid operation. Dura mater of both 
cerebrum and cerebellum on both sides exposed. Uneventful re- 
covery. The point of interest in the case is that there is no evidence 
of the loss of both canal systems. The child can walk, feed himself. 
etc. Eye symptoms of any kind are also absent. 

DISCUSSION, 

Dr. Reeve congratulated Dr. Boyd upon the success of the opera- 
tion. He related a similar case in which he had left a loose, but 
adherent sequestrum for some weeks; and when he proceeded tc 
final removal, he found that it was still adherent in the region of 
the lateral sinus. The result, however, was satisfactory. 
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PRESENTATION OF CASES. 


Chronic Syphilis of the Larynx. By Gine Wisnarrt, M. D. 

This was the case of a woman shown to the Section a year ago 
by the Doctor. Previous to that time he had performed tracheotomy 
upon her for the relief of syphilitic stenosis of the larynx. From 
then until now she had been under observation, but had taken no 
treatment apart from continually wearing the tube. 

This case was particularly interesting, as the larynx, without 
anti-syphilitic treatment of any kind, was clearing up. The laryn 
geal mirror revealed a round hole in the place of the vocal cords. 
This did not seem to be cicatrizing and the doctor was under the 
impression that in a short time he would be able to dispense with 
the tube altogether, respiration being carried on in the normal way. 


DISCUSSION, 


Dr. Price-Brown said that he was glad to see such marked 
promise of restoration to normal respiration in this case without 
further operative treatment. It encouraged him to hope that, in a 
case of his own in which the patient had worn a tracheotomy tube 
for years, not for the relief of syphilis of the larynx, but tubercule- 
sis of that organ, and in which there had been complete cicatricial 
healing, he would in time be able to dispense with the tube. 


A Case of Laryngeal Tuberculosis Relieved by Intra-Laryngeal 
Electro-Cautery Punctures. ’rice-Brown, M. D. 

Young lady, aged 35 years, presented herself a month ago for 
treatment, suffering from tuberculosis of one apex and the larynx 
T. B. were found in the sputum. There was hyperplasia of both 
ventricular bands, chiefly the left one, also of both vocal cords, 
chiefly the right one. The commissure, arytenoids and epiglottis 
unaffected. Right vocal cord fringed and thickened. No ulcera- 
tion. Voice very husky. Since first seen, the doctor had operated 
intralaryngeally with electro-cautery needle at ten different. sit- 
tings, the last one on the previous day. The rule was to puncture 
two or three points at each sitting, taking care not to puncture too 
deeply ; and always keeping clear of the margin of the cord. Con 
dition very much improved; hyperplasias lessened; voice much 


clearer; pain almost gone; weight increased. Intended to send 
patient for some months to the highlands of Muskoka. 
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DISCUSSION. 

Dr. WisHart had not tried this method of treatment, but be- 
lieved it was applicable in cases of this kind, not for ulceration, 
but for infiltration. He asked what per cent of cocaine was used? 

Dr. Boyp considered this a very good case and approved of the 
method of treatment. The astonishing fact was the slight amount 
of reaction which the cauterization produced. 

The CHarrRMAN referred to the beneficial results attending the 
use of the electric needle in certain cases of eye disease. 

Dr. Price-Brown, in reply said he used a 20 per cent solution 
of cocaine. 

Annual election of officers for the Section ensued: Chairman, Dr. 
J. Price-Brown; Secretary, Dr. Gilbert Royce; Editor, Dr. F. C. 
Trebilcock. 


Malignant Tumor of the Throat Arising from Syphilitic Cicatrices, 
with Report of Four Cases. CuHAs. M. Rosertson, Jour. of 
Ophthal. and Oto-Laryngol., Nov. 1910. 

The author presents the history of four cases of malignant tu- 
mors of the throat with the idea of showing that such conditions 
may arise from old syphilitic lesions. In two cases the tumors 
were situated in the larynx, one of them being a small, round cell 
sarcoma, involving the right cord in its posterior part, part of the 
ventricular band, and the right half of the interorytenoid space, 
while the other case showed upon histologic examination sarcoma- 
tous changes. In the latter the growth had its origin in the inter- 
arytenoid space, but extended rapidly, involving the esophagus and 
destroying the larynx. The third case was one of epithelioma of the 
right palatal arch, while-the fourth case is reported as an epithelial 
growth situated at the base of the tongue, later involving the tis- 
tues of the neck and ultimately causing fatal hemorrhage from 
ulceration into the external carotid. 

Owing to the likelihood of malignant growths appearing in 
throats that have been the seat of former syphilitic lesions and 
especially gummas, the prognosis in all such cases shold be guarded 
and the treatment prompt and radical. STEIN. 
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AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND 
OTOLOGICAL SOCIETY. 


Sixteenth Annual Meeting, Washington, D. C., 
April 28, 29 and 30, I9I0. 


James F. McKernon, CHAIRMAN. 
(Proceedings continued from page 10095). 


Some Laboratory Aids to Otologic Diagnosis. By Freperic E. 
SonvDERN, M. D. 

The usefulness of the differential leucocyte count, the added sig- 
nificance it gives to the leucoyte count itself, and the value of the 
ratio between the two, have been accepted as important aids in the 
diagnosis of inflammatory lesions. Their application in acute mid- 
dle-ear disease and its complications has proved to be of diagnostic 
and prognostic value. Inflammatory lesions confined to cellular bone 
structures do not show as high leucocytosis or relative polyneucleosis 
as noted when soft parts are involved, but the disproportion between 
the two is present as shown by the resistance line in the majority of 
cases. The relation between leucocytosis and polyneucleosis, or the 
resistance line, constitutes the most important feature of the method. 
Suppurative processes of the mucous membranes, pyogenic infec- 
tions mixed with tuberculosis, typhoid fever or measles, or follow- 
ing these diseases, show relatively low figures. When purulent 
exudates are confined in dense pyogenic membrane and toxic ab- 
sorption is prevented, or when they are the result of organisms 
which do not produce leucocytosis er reiative polynucleosis, the 
absence of these changes is explained. The exact bacterial na- 
ture of the infection also has a bearing on the degree of leucocy- 
tosis and relative polynucleosis. With the exercise of every pre- 
caution, a relatively small number of cases is met with in which 
the examination does not reflect the true condition. This occurs 
usually with patients much reduced in vitality. After the leuco- 
cyte count and polynuclear percentage have been determined, the 
resistance line should be drawn upon the chart devised for the 
purpose. Repeated examinations are essential if the desired infor- 
mation is to be obtained. A horizontal or falling resistance line 
means good leucocytosis and relatively moderate polynucleosis ; the 
higher in the scale the greater the severity; an ascending resistance 
line means insufficient leucocytosis and relatively pronounced poly- 
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neucleosis, the longer the line and the higher in the scale, the great- 
er the severity, the poorer the resistance and the poorer the prog- 
nosis. 

Iodophilia as an indicator of the presence and severity of an in- 
flammatory process, warmly advocated about eight years ago, is 
now practically abandoned by the majority in favor of the leococyte 
and differential count ratio. 

The Arneth nuclear count has as its object the determination of 
the phagocytic power of the blood on the basis that the older poly- 
nuclear cells are true phagocytes. The degree to which these older 
cells are destroyed by the action of the infection is believed to be 
characteristic of the severity of the affection and of the resisting 
power of the patient. The author, several years ago, tabulated a 
long series of observations which failed to bear out this claim. 

The introduction of comparatively simple apparatus for suffi- 
ciently accurate determination of the viscosity of the blood promises 
an additional clinical laboratory help in diagnosis. It is claimed 
that the viscosity normally increases during the first day after op- 
eration, it then declines to normal in three days,+is subnormal for 
two days, and then returns to normal. It is abnormally high in 
acute inflammatory lesions, and sudden decline indicates exhaus- 
tion. Any focus of inflammation causes increased viscosity of the 
blood and rapid and regular postoperative decline indicates free- 
dom from complications. It is also claimed that the change in the 
viscosity of the blood is one of the first signs of cardiac insuffi- 
ciency. Much additional investigation is necessary before this 
method can become of practical use to the clinician. 

The examination of aural discharges should include a bacterio- 
logical and cytological investigation. Bacterial examination may 
be made by means of stained smears of the discharge and by cul- 
ture on suitable media. Cultures from aural discharge allow a 
more accurate determination of the bacterial content than do smears, 
but because of the number of organisms found in aural discharge, 
which it is difficult to demonstrate quickly on culture, it is advisable 
to use both methods. 


The cytological study of aural discharges appears to have re- 
ceived comparatively little attention. Several years ago the author 
made cytological counts in quite a number of specimens of aural 
discharge, but the number was not sufficient to warrant conclusions. 
It may be said in a general way, however, that acute otitis media 
shows a pronounced predominance of polynuclear cells. 
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The blood culture is of particular diagnostic value in the com- 
plication of otitis media, owing to the frequency and significance of 
bacteremia. A critical study of the opinions of different observers, 
as well as personal experience, with reference to the invariable 
absence of a bacteremia in cases of otitis media with mastoid in- 
volvement and without sinus thrombosi would indicate that this is 
still an open question. 

If the present theory, that when the opsonic value of the blood 
is reduced, it can be brought to normal or above by the injection 
of a bacterial vaccine, is correct, an ascending resistance line found 
on blood examination and particularly the demonstration of a bac- 
teremia should contra-indicate the use of vaccines. According to 
many observers, the opsonic index determination is inconstant and 
impracticable, and not to be recommended as a diagnostic pro- 
cedure. 

The information obtained from the urine concerning evidences 
indicating the presence of nephritis or diabetes, as well as intestinal 
toxemia, acidosis or other forms of faulty metabolism, is of in- 
terest to the otologist, inasmuch as it sometimes has a bearing on 
the diagnosis and more often on the prognosis of the ear lesion. 

In conclusion, the author emphasized the fact that laboratory 
methods of diagnosis are aids only, and are not intended to re- 
place diagnostic skill or prognostic ability based on clinical ex- 
perience. 

DISCUSSION. 

Dr. ArtHuR B. Duet, of New York City, said the clinician is 
coming more and more to depend upon the help offered by the 
laboratory man, but, as Dr. Sondern had emphasized, laboratory 
findings must always be considered in the nature of aids and by 
no means take the place of clinical examination. In the majority 
of instances invaluable information is obtained from the smear, 
but it must be borne in mind that a mere smear may be mislead- 
ing. If the smear is positive as to streptococcus infection one may 
be sure that it is a more virulent infection than if the staphylo- 
coccus is found. If the laboratory examination of a specimen does 
not bear out the clinical condition found, there is a possibility of 
error which the laboratory man always admits, and which Dr. 
Sondern insists must be kept in mind. Dr. Sondern had called at- 
tention to the fact that in a small percentage of cases the blood- 
count does not reflect the true condition of the patient, this being 
the result, in the majority of cases of the reduced vitality of the 
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patient. It should be emphasized in this connection that it is im- 
portant to begin early to make the blood examinations in order to 
have a basis for comparison as to the future condition of the pa- 
tient. Vaccine therapy in cases undergoing suppuration offers a 
hopeful field for the future. Recent investigations tended to show 
that the use of chloroform as an anesthetic in cases where the 
streptococcus is present is apt to set up a destructive process in the 
liver; therefore, if examination of the pus reveals the presence of 
streptococcus some other anesthetic should be employed. 

Dr. Epwarp B. Dencu, of New York City, referred to a paper 
presented by Dr. McKernon and Dr. Sondern before the New York 
Academy of Medicine, in which the part played by the differential 
blood-count, as applied to otology, was considered. He had attempt- 
ed to confirm these findings by observing a series of cases extending 
summing up of Dr. Sondern’s paper, read to-day, in which it is 
The substance of his paper confirmed the remarks made in the 
over a period of more than a year, both in private and hospital 
practice. The result of these observations had been presented in 
a paper before the American Laryngological, Rhinological and Oto- 
logical Society, at the meeting held in Pittsburg two years ago. 
said that the laboratory findings are simply aids to clinical diagno- 
sis. In a suspicious case of otitis media a high polymorphonuclear 
count is a sign of the presence of pus, and, with sufficient clinical 
symptoms, is an indication for operation upon the mastoid. The 
absence of a high polymorphonuclear count, however, is no con- 
tra-indication for operation, if the clinical symptoms are present. 
In his own experience, he had operated upon many mastoids in 
which the polymorphonuclear was low, and in spite of this negative 
report, so far as the blood was concerned, he had found pus in the 
mastoid. While the differential blood count is a very important 
aid, it must not be relied upon too much. In one or two cases, if 
he had relied upon the blood-count as an indication for operation, 
he would have committed an error. One case cited was that of a 
nervous child, suffering from a double otitis, in which the infection 
was streptococcus. There was a high polymorphonuclear count, 
with some mastoid tenderness, although the latter sign could not 
be definitely determined on account of the nervousness of the child. 
While still in doubt as to whether or not to operate, a central 
pneumonia was discovered, and this central pneumonia was the 
cause of the high polymorphonuclear count. In another case, one 
of double sinus thrombosis, with extension to both jugular veins, 
the polymorphonuclear count never rose above 770 per cent. Later 
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in the history of the case, suppuration of the supraclavicular glands 
developed, and as soon as this infection of the glandular structures 
occurred, the polymorphonuclear percentage rose to over 80 per 
cent. In this latter instance, thrombosis of the lateral sinus gave 
rise to no increase in this polymorphonuclear percentage, although 
as soon as the lymphatic structures became infected, the polymor- 
phonuclear percentage immediately rose to over 80 per cent. In 
a case of cerebellar abscess, the polymorphonuclear count never 
rose above 7o per cent, although the abscess was discovered at the 
time of operation. Where the evidence from the differential blood- 
count is positive, it may be valuable, although great attention must 
be given to a thorough investigation of all other organs, in order 
to exclude any involvement of the viscera, such as the lungs, liver, 
and so forth, before deciding to operate upon a case without defi- 
nite clinical symptoms,—simply upon the blood-count alone. The 
fact that the differential blood-count is negative, that is, that the 
polymorphonuclear percentage does not rise above 80 per cent, is 
absolutely of no value in excluding the presence of a suppurative 
process within the mastoid. 

Dr. Percy Fripenserc, of New York City, emphasized the diag- 
nostic importance of blood cultures and the recognition of the 
presence of bacteremia in otologic practice. He believed the time 
would come when this method would be as much a routine as is 
the differential count. It is not a routine now either among sur- 
geons or in hospitals, to study the blood with this in view. It is 
not so jong ago that the text-books gave a number of diagnostic 
symptoms of sinus thrombosis, whereas now they are getting down 
to one or two, and laying more and more stress upon the tempera- 
ture curve. Post-mastoid tenderness along the emissary vein is 
often misleading, and the painful, cord-like swelling along the 
sterno-cleido-mastoid may be absent. Any method which gives a 
gain of half a day in making the diagnosis of sinus thrombosis is 
important, and such a method is the blood culture. In this, as in 
other laboratory examinations, a single negative finding means 
nothing, as a single negative smear would mean nothing in the 
search for tubercle bacilli. If repeated examinations are negative, 
the result may be considered negative and a systemic infection ex- 
cluded. A single negative finding may mean that few bacilli are 
entering the blood, or that the blood can dispose of large numbers 
of bacteria so rapidly that a number of cultures must be made be- 
fore the bacteria can be discovered. If, for example, the diagnosis 
of sinus threnbosis has been made, the mastoid operation has been 
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performed, and free flow has been established, and yet a positive 
blood culture is found twenty-four hours after operation, repeated 
tests giving the same finding, or increasing bacteremia, it is proof 
positive that the source of infection has not been removed. The 
blood culture is particularly important as an aid to diagnosis in 
children. It is a better guide to diagnosis and prognosis than clin- 
ical symptoms alone, especially as the temperature in infants and 
children is, as is known, a very unreliable guide. Capable otolo- 
gists have been misled more than once by a central pneumonia to 
diagnose sinus thrombosis which the blood-count would positively 
have excluded. 

Dr. SoNDERN, in closing the discussion, replying to Dr. Dench’s 
remarks with reference to the frequency of streptococcus infections 
following chloroform anesthesia, said that any debilitating influ- 
ence favors an infection of this kind. Chloroform anesthesia is par- 
ticularly liable to produce a disturbance of hepatic function with 
consequent acidosis and an actual necrosis of the liver may result. 
It seems natural that such more or less profound intoxications 
would favor streptococcus infections. The speaker again emphasized 
the value of the resistance line in the diagnosis and prognosis of 
inflammatory processes. The leucocytosis or the relative polynu- 
cleosis may not show high figures, particularly in cases of mastoid 
disease, but when considered together, and particularly if the re- 
sistance line has been followed from day to day, a clue of diag- 
nostic value is obtained. It should be borne in mind that evidences 
in the blood of an inflammatory process do not necessarily mean 
that a middle-ear inflammation has extended to the mastoid. A 
pneumonia or an abscess in some other part of the body may pro- 
duce the same change. He cited an illustrative case of appendicitis 
with leucocytosis of 30,000 and a polynuclear percentage of go. 
It soon developed that the blood changes were due to an abscess of 
the toe and not to the mild attack of catarrhal appendicitis. In re- 
ply to the query concerning the streptococcus mucosus the speaker 
said the positive diagnosis of this organism is attended with diffi- 
culty. Unless the method of Buerger or the more simple one re- 
cently described by Rulison of Roosevelt Hospital, is employed, 
errors in diagnosis are not uncommon. Blood cultures offer much 
valuable information, and while well beyond the experimental stage, 
there are still a number of points that require further observation 
and confirmation. Concerning examination of the cerebro-spinal, 
there is no doubt but what much help is obtained not only in refer- 
ence to the degree of inflammation, but also by learning which or- 


SOCIETY PROCEEDINGS. 1185 
ganism is present. Confirmatory cultures should always be made 


as in the case of aura! discharges. In answer to the question con- 


cerning the term leucocytosis, he said it should be applied to counts 


above 10,000. A normal leucocyte count should not be spoken of 


as a leucocytosis. The leucocytosis is an indication of the patient's 
resistance toward the infection while the relative 


polynucleosis is a 
guide to the toxic absorption. 


BOOK REVIEWS. 


Stereoscopic Anatomy of the Head and Neck. 


Prepared and Edited by Proressors D. J. CunnincHaAm and Davin WateEr- 


’ROFESSOR MatrHew H. Cryer, of 
the University of Pennsylvania and Dr. Frepertck E. Neres, of Denver. 
Sections I, H, and Il. Imperial Publishing Company, 27 East Twenty 
second Street, New York, 1910. 


ston of the University of Edinburgh, 


Stereo-photography as a form of illustration is proving of immense prac- 
tical value in the modern method of studying and demonstrating medical 
science, and is of especial value in the detailed presentation of anatomy and 
surgery in oto-laryngology. There is no form of illustration that affords 
such a satisfactory view of all dimensions of anatomical preparation or 
surgical region as the stereo-photograph, for here we find a most accurate 
relative position of structures which lie at different levels from the surface 
and in their natural relative proportion of size and angles. It is the 
nearest approach which has yet been found to the actual clinical or anatom- 
ical specimen. 

A number of authors have incorporated this form of illustration in text- 
books and oto-laryngologic monographs. Watson Williams, of Bristol, in 
his treatise on “Diseases of the upper respiratory tract;” Albert Gray, of 
Glasgow, in his beautiful work on “Labyrinth of animals;” Joseph C. Beck, 
of Chicago, in his “Atlas of radiography of the mastoid region,” etc., serve 
as the best examples thus far published in stereo-photography as applied 
to the reference volume. Diimler, of Vienna, has for a number of years 
executed beautiful stereo-photographic glass plates in the pathology of dis- 
eases of the ear, nose and throat, especially the valuable collections oi 
Politzer. Zuckerkandl and Hajek, and the oto-laryngologic collection of 
the museum of the University of Vienna. These glass plates may be used 
either in the stereoscope or as diapositives for lantern projection, but the 
series is not complete and rather too expensive for the average otologist’s 
pocket. 

The Imperial Publishing Company, of New York, has just issued a series 
of one hundred stereograms in three sections of beautifully executed dissec- 
tions of the “Anatomy of the head and neck,” as prepared and edited by 
Cunningham and Waterston, of the University of Edinburg; Cryer of the 
University of Pennsylvania, and Neres of Denver. 
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The impetus of this new work had its origin in the success of the Uni- 
versity of Edinburg’s stereoscopic anatomy of the human body and appealed 
to the publishers as an ideal form of illustrating such important subject- 
matter as the anatomy of the region of the head and neck. 

Every stereogram used in compiling this work is taken from an actual 
subject, originally prepared by the eminent authorities who have super- 
vised this work. 

Section 1 contains ten stereograms of cranio-cerebral topography and 
twenty-five of the central nervous system. 

Section 2 contains twenty-seven stereograms of the surface anatomy of 
the neck, the surgical triangles, the parotid and sub-maxillary regions, sagittal 
section of the head and dissections of the nose, pharynx and larynx. 

Section 3 contains thirty-seven stereograms of various planes of the nasal 
fossae, accessory sinuses, orbit, development of the éxternal auditory canal 
and individual sinuses. 

An announcement may also be made of section 4, which is now in press, 
being prepared and edited by Frederick E. Neres, of Denver, formerly in- 
structor in oto-laryngology and operative otology in New York Medical 
School and Hospital. This series is to include thirty-six stereoscopic views 
of dissections, showing the normal anatomy of the temporal bone and laby- 
rinth selected from the collection of the author, believed to be the most 
complete in this ccuntry. 

Each stereogram is mounted on durable card to fit an adjustable hand- 
stereoscope which is furnished with the series; each card contains the de- 
scriptive text and diagrams explaining in detail the attached stereoscopic 
section. 

Whether for study or recreation, for initial instruction, for reference or 
review, we advise every reader of Tur LaryNncoscope to possess this series. 
We offer our unqualified, personal endorsement of this beautiful. work and 
congratulate both authors and publishers on the great boon which they have 
conferred in the prosecution of this complete series of the stereoscopic 
anatomy of the head and neck; we advise every active oto-laryngologist to 
purchase this series without delay, for it is one of the best opportunities for 
illustrated study of our field that has as yet appeared. 


M. A. G. 


Physiology and Pathology of the Semi-circular Canals. Being an Ex- 
cerpt of the Clinical Studies of Dr. Robert Barany, with Notes and 
Addenda Gathered from the Vienna Clinic. 

By E. Ipersuorr, M. D., and a Foreword by S. 
A. M., M. D. Pp. 64, Paul B. Hoeber, New York, 1910. 

This little monograph of sixty-four pages is timely and presents in terse 
form the investigations and results of the Vienna school of otology in the 
recent developments of the physiology and pathology of the semi-circular 
canal. It includes an unusual description of the differential diagnosis of 


affections of the labyrinth and a well-presented chapter on the technic of 
making the various nystagmus tests. 
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ADVERTISEMENTS. 


LANGE’S FRONTAL SINUS PUNCH. 


The set of instruments illustrated above were designed to furnish a 
complete working outfit for sphenoidal operations. Ten instruments 
and the handle make up the set. The posterior part of the handle (that 
nearest the patient’s nose) has a corrugated “face” against which the 
blows of the mallet, in the hands of an assistant, are directed. The 
instruments are made with long shanks to allow of this procedure. 

7452. Myles’ Sphenoidal Set, complete $22.00 


For Detailed Information, Address 


st 23d Street, NEW YORK. 


104 Ea 


Medico-Optical and Electro-Surgical Instrume 


New York: 104 East 23d St. 125 West 42d St. 237 Fifth Ave. 650 Madison A 


Minneapolis: 604 Nicollet Ave. St. Paul: 360 St. Peter St. 


London: la Old Bond St. Paris: 3 Rue Scribe. 


nts. 


ve. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 


5 
AS 
/ 
— 
= 
ang 
>> 
> JANSEN’S IMPROVED SEPTUM PUNCH. 
ay 
GE 
| 
4 - = 
> 
é 


6 


This Oil Nebulizer Free toall 
subscribers to this Journal. se 


ADVERTISEMENTS. 


Registered Trade Mark. 
Serial No. 63. 


Camphor .... 0.520 grm. 
Oleum Eucalyptus Globulus.......... 0.520 grm. PINEOLEUM given internally in teaspoon- 
Oleum Zeylanicum Cinnamonum..0.208 grm. ful doses in milk, three or four times a day, 
Oleum Dacrydium Cupressium....1.041 grm. and sprayed on the congested mucous mem- 

qs. brane will cut short an acute cold in the 
Liquid Petrolatum (dble. refined) 100c.c. head from 14 to % its usual run. 

We will forward to any Physician sending us this *‘ad,”’ who has not before had one, an improved oil 
nebulizer and a bottle of Pineoleum, (regular $1.00 package.) Pineoleum is a scientific 
preparation for catarrhal conditions of mucous membrance. 
CLAIMS 


We claim special effects and virtues from our PINEOLEUM. 


1. Because we use bland neutral Petroleum oil as the base from 
which every particle of mineral matter and irritating substance has 
been removed. 

2. Because we use triple distilled oil of Eucalyptus Globulus ob 
tained from the leaves of the Eucalyptus Globulus tree only. 

3. Because we use oil of Ceylon Cinnamon made from the bark 
and root of the Ceylon Cinnamon plant. 

4. Because our Pine Needle Oil (oleum cupressium Dacrydium’ 
is the very best grade of imported Pine Needle Oil free from all th 
resins and irritating substances. 

5. Because our Menthol and Camphor are manufactured by the 
oid reliable firm of Merck & Company and are free from aultera- 
tions. 

6. Because the Aromatics used are free from irritating properties 
and especially selected for our purposes. 


PINEOLEUM is the best alkaline antiseptic oil preparation be- 
fore the profession for use after intra-nasa] operations, whether with 
knife, scissors or cautery, because it is 


ANODYNE Sterile Gauze Satu- 
ANTISEPTIC rated with Pineoleum 
DEODORIZING and makes an Ideal Wet . 
EMOLLIENT Surgical Dressing. 


The Pineoleum Company 
Greenwich, Corner Thames Street 
NEW YORK CITY. 


Original 4-oz Bottle 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Stubb’s Modified Murdoch’s Mouthgag, in finest 
steel, $2.50; hardened bronze, $2.00. 


Andrews Foreign Body Extractor (fine quality 
steel) 50 cents. 


| 
; Huston’s Latest Improved HEADLIGHT 
Is of superior quality, higher candle power and 
more easily manipulated than any similar headlight 
Entirely of metal, with double adjustable ball-bearing 


socket. It has nocioth or leather parts and no asbestos 


complete wit 
nickel reflector, 
folding metal 

1 glass 


The bulb is of the tipless type and is of natural frost 


dispersive light — a feature that careful operaturs 


will appreciate. A cle 


ed_ glass which gives no shadow and throws a soft. 


glass bulb furnished if de 


sired for epilating.etc. The headband is handsomely 
polished and nickeled and can be folded to fit the 
pocket. Can be used on any 110 volt circuit or with 


cells if necessary. Orders filled promptly 


Huston Brothers Co.. Atlas Rlack. Chicago. Ill. 


THE HAYS PHARYNGOSCOPE $10.50 ALL COMPLETE 


je 


A NEW INVENTION 
The sale of this instrument 
is controlled by us. Be- 
ware of worthless imita- 
tions! We make 
Diagnostic Lamp Controllers, 

The Best X-Ray Coils 


in the world. 


High Frequency Machines, The Gold Medal Spraying and Nebulizing Out- 
‘ fit Highest Award at the World's Fair, St 
$20.00 and up. Louis. 1904. Ten Awards, Medals, Patents and 


Diplomas. Tank, pump, pressure gauge, needle 
valve, aseptic black rubber hose, automatk 


Cook Periodical interrupters, 2 atomizers that spray -either oil or 

water, universal nozzles that spray in any 4di- 

ior producing inter- rection, 1 fine nebulizer, 1 powder blower, spec- 

| , ial nozzle for inflating the eustachian tubes and 
tent X-rays. middle ear, fine 4-bottle stand The tank is 


beautifully finished in oxidized copper, other 


; metal parts, nickel plated. Pressure for a treat- 

—F Send for circulars. ment obtained in 15 seconds working with one 

f hand. The needle valve (16) holds the pressure 

indefinitely Many physicians are discarging 

W ; eutfits that cost $50 to $100 and using the Gola 

appler Electric Controller Co. Medal instead, because it does the same or bet- 

ter work. with less than half the labor We 

; Manufacturers of sell the outfit complete, as illustrated, for $10.50. 
Highest Grade Electro-Medical Apparatus, Money refunded If you are not satished 
THE ROBERTSON MFG. CO. 

177 East 87th St., New York, N. Y. 219 East Fourth Street, Cincinnati, Ohio 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 


e 
$5.00 
| 
\2 y silk covered cord 
Ly 
ile 
| 


8 ADVERTISEMENTS. 


WHITALL TaTUuM COMPANY 


EMMET SMITH ATOMIZERS AND NEBULIZERS 


Metal Parts Nickel-plated 
and Polished 


The constantly increasing popularity of 
our No. 1 Emmet Smith Atomizer and Nebu- 
lizer has led us to place on the market a No. 
2 style, with Nasal and Throat Tubes of 
Hard Rubber. 

These instruments apply nebulized oils or 
other liquids to the entire nasal cavity with- 
out force and with even distribution. They 
are so constructed that the liquid will not 
spill or leak out when the Atomizer 
is screwed firmly 
on the bottle, so as 
to make a liquid- 
tight joint, andthe 
hottle is not filled 
above the ring 
near the base. 


Patented Scptember 
11, 1900, 


No. 13, 089 of 1902 


No.1. With Detachable Throat aod Nasal 


W. T. CO. No. 100 ASEPTIC VASELINE OR 
OIL ATOMIZER 


With Separate Bottle to Catch the Drip 


lhe contents of this 
Atomizer cannot become 


mixed with any surplus For Nose 
oil, possibly containing and Throat 
infectious secretions, 

which may return into 

the instrument from the 

nasal passages. All drip Patent 

is collected in a small bot- Applied for 


tle which is attached tothe 
inside of the cap of the 
large bottle, and which 
may be removed and emp- 
tied when necessary. In 
this way the medicament 
to be used always re- 
mains pure and uncon- 
taminated. Infected mat- / 
ter is not sprayed again 
into the nasal passages, 
and the danger of communicating diseases, where more than one 
person uses the same instrument, is entirely 


Tubes of Metal, White Rubber Bulb 
Price to Physicians Only,each . . §$ .85 
No. 2. With Detachable Throat and Nasal 
Tubes of Hard Rubber, Black Rubber 
Bulb. Price to Physicians Only, each $ .95 


No. 3 W. T. CO. 
STEAM VAPORIZER 


For the Applica- 
tion of Warm Medi- 
cated Vapor in the 
Treatment of 
Throat, Lungs and 
Nasal Passages. 
Also for Disinfect- 
ing or Perfuming 
Apartments 
and for Fa- 
cial Massage. 


We GUARANTEE 
e ery article we sell to 
give entire satisfaction 
if properly used. We 
will replace, free of all 
expense, any Instru- 
ment of our make that 
proves defective from 
any cause attributable 
to faulty manufacture. 


done away with. 


No. 100, With Detachable Nasal and 
Throat Tubes of Metal. Price, to Phy- 


No. 38 W. T. CO. TELESCOPIC 
POCKET ATOMIZER AND 
NEBULIZER 


(A) Shows instru- § 
ment ready for 
*the pocket. 

(B) Shows same 
ready for use. 


A sponge moistened 
with the medicinal liquid 
to be used, is placed in the 
cylinder at the top of the 
boiler. The vapor, pass- 
ing through the sponge, is 
impregnated with the 
drug before being inhaled 
by the patient. 


Price, to Physicians, 
each $1.85 


The Spray Tubes are 
made entirely of glassand 
are contained in and form 
a part of the outer glass 
cylinder, which serves as 
@ reservoir, While this 
reservoir is designed to 
hold sufficient for at least 
one day's treatment, its 
size and shape are such as 
to allow of the use of ex- (A) . (‘s) 
pensive medicaments wept. or 1902" 
in small quantities. 


The instrument sprays aqueous or oil solutions, and is particu- 
larly well adapted for applying hydrozone, adrenaiin, suprarena- 
lin, peroxide of hydrogen, iodine and other preparations that 
should not come in contact with metal. When the Atomizer is 
not in use the Cylinder Glass Reservoir can be pushed into the 
bulb, forming a very compact instrument, the bulb furnishing a 
protection for the glass when carried in the pocket. 


Price, to Physicians, each, $ .50 


WHITALL TATU? COMPANY 


NEW YORK 
46 and 48 Barclay St. 


PHILADELPHIA 
410-416 Race St. 


BOSTON 
91 Washington St., North 


SAN FRANCISCO, CAL. 
576-584 [lission St. 


SYDNEY,N.S. W 
{0 Barrack St. 


A Full Line of Samples of Our Goods can be seen at our Sampie Room, No. 120 Franklin St., Chicago. 


No physicia» can afford to be indifferent regarding the accurate filling of his prescription. 
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For the specialist in diseases of the nose and throat 


Do away with the nastiest part of the day’s work. 


THE CLARK SINGLE BOWL FOUNTAIN SPITTOON 
AND THE PYNCHON SPRAY HOLDER, WITH HOT 
AND COLD WATER CONNECTION, ON ONE STAND, 


$75.00 


TERMS:—$10.00 WHEN GOODS ARE DELIVERED, 
AND $5.00 PER MONTH. 


SEND FOR DESCRIPTIVE CATALOGUE. 


A. C. CLARK & CO. 


GRAND CROSSING, CHICAGO. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ROYAL, EAR HOSPITAL 


DEAN STREET, SOHO, LONDON, wW. 
Patrons—Their Majesties the King and Queen, 
SURGEONS 
Mr. Macleod Yearsley, F.R.C.S. Eng. Mr. Richard Lake, F.R.C.S. Eng. 
ASSISTANT SURGEONS 
Mr. R. S. Cocke, F.R.C.S. Edin. Dr. E.A. Peters, F.R.C.S. Eng. Mr.A. Evans, F.R.C.S. Eng. 
Clinical Instruction daily at 2 p.m. and 6 p.m. by members of the staff. 
In-patient operations Tuesday and Friday at 2 p.m. 
Out-patient operations Tuesday at 9 a.m. 


Fee, for course of 6 weeks, = = = = é = = = = 1 guinea. 


WM. A. FISHER, M. D., President. A. G. WIPPERN, Vice-President. 


Chicago Eye, Ear, Nose and Throat College, 


206 E. Washington St. 


A Post Graduate School for Practitioners of Medicine. 

Located in its own building, two blocks from Court House. Large 
hospital building for Eye and Ear cases only. Hospital charges includ- 
ing board, medicine and nursing, $10.00 a week and up. This does not 
include Surgeon’s charges for professional services. Abundant clinical 
material. Courses one month. Enter any time. Teaching clinical. Free 
beds are provided for charity cases. Appointments made through the 
Profession only. 

A House Physician is appointed in June and December. 

Write for announcement to 


JOHN R. HOFFMAN, M. D., Secretary. 


Collect Your Fees 


The public appreciate prompt and effective service. It is a duty 
you owe yourself to make prompt COLLECTION. 
My specialty is 
PHYSICIANS’ ACCOUNT BOOKS 
My system of Book-keeping is simple, practical, legal 
and correct. Over twenty years of success has proven 

it. Illustrated sample sheets FREE on request. 


Address Adolf Bernd, P. 0. Box 598, St. Louis, Mo. 


AN APPROPRIATE 
XMAS GIFT 
FOR THE NURSE 


SandS No. 92 Trained Nurse’s Case 


Price $12.00. 10% discount if cash is sent with order. 
Descriptive circular upon request. 
We issue gift certificates made out for any amount. 
Write for booklet “Christmas Suggestions.” 
SHARP & SMITH, 
Manufacturers and Importers of A . 
Establichea 1syg HUGH Grade Surgical and Veterinary Instruments and Hospital Supplies sn 


Incorporated 1904 
92 WABASH AVENUE Two Doors North of Washington Street CHICAGO, ILL. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Labor Savers and 


Business Builders 
For the Specialist. 
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Gold Medal—Highest Award. For Meyer Apparatus 
Maska-Yukon-Pacific Exposition. Headlamps. 


Pynchon Headlamp. 

Delivers a clear white 
light of 20 candle-power 
and may be worn with- 
out discomfort for any 
length of time. Not as 
cheap as some others, 
but the BEST. With 
adjustable web band or 


any other style you like. <9 


Price complete $7.50. 


Allport Hendlamp. 


he most powerfu 

light for general work 

ever devised. A 32 can- 

dle-power, even white 

y light. Adjustable vul- 

canite head-band whic} 

fits like a hat Every 

part of rigid construc- 

tion The best Headlamp for Mastoid work. 

Price complete, $7.50. 


The Difference between 


this and any other Kir- 
stein Headlamp *s that 
this one is as pr: rful at 
feet distar ny other 
at one foot. parts of 
improved Am: «can design. 
The adjustment is accurate 
and cannot get out of or- 
det The ideal Headlamp for the specialist who 
desires a brilliant light. The eye behind the 


mirror has an unobstructed view. 

Price, complete with switch, $15.00 

Remember! The head bands are carefully in- 
sulated and you cannot get an unpleasant 
shock No All-Metal Headbands to become 
grounded 

No better apparatus at any price. Look for 
Trade-Mark. 


THE WM. MEYER COMPANY, 56-g Fifth Avenue, CHICAGO, ILL. 


CABINETS—For every purpose, so 
arranged that instruments, medicines, 
cotton, bandages, clean linen and ail 
other supplies are immediately at hand 
and can be secured instantly. 
CHAIRS—W ith every adjustment ever 
required in examination, treatment or 
operation; providing comfort for the 
patient and convenience for the operator. 
SPECIALTIES in the way of Stools, 
Waste Receptacles, Extension Lights, 
Cuspidors, Electric Heaters, Etc. 
EVERY NEED SUPPLIED. 


Send for new catalogue fully describing 
our Specialists’ outfits. 


W. D, ALLISON CO. 


930 N. ALABAMA ST. 
INDIANAPOLIS, IND. 


110 E. 23rd St., New York City. 
711 Boylston St., Boston. 

321 Mint Arcade, Philadelphia. 
35 E. Randolph St., Chicago. 


Subscribers — | 
Attention ! 


To every present subscriber to 
Tue LarynGcoscore who will send 
us two [2] NEW subscriptions, we 
offer FREE a paid up renewal of 
his own subscription to this journal 


« for one year. 


Here is an opportunity to aid us 
in increasing the effectiveness of 
Tue LAaryNGoscopE, and incident- 
ally to secure free a year’s subscrip- 


tion. 


The Laryngoscope, 
3858 Westminster Plce, 
St. Louis, Mo. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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We are Sole Manufacturers 
of the 


Tydings Tonsil Snare 


Bloodless Ecrasement. Simple and Durable. Complete as Shown, net $10.00 
Every Instrument must bear our Trade Mark. 


Our CI Special Bismuth Paste Syringe 


As suggested by Dr. Joseph Beck. 


Now on sale and ready for delivery, $15. Easily manipulated with one hand. 


Hardy new vex. 


131 Wabash Avenue. Surgical Departments. 289 Fourth Avenue. 
Watch our ad. in the next issue of The Laryngoscope. 


No physician can afford to be indifferent regarding the accurate filling wf his prescription. 
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HARDY FUSED BIFOCALS 


For some time we have been making Fused Bifocals, that is, lenses with a depression ground in the dis- 
tance lens into which a segment of glass of a different index of refraction is fused by electric heat so as to make 
the lens when surface ground and ground to size one that to all intents and purposes is a single lens perfectly 
smooth on both sides and not showing except by minute examination that it is a bifocal. [used as it is, instead 
of cemented, it is absolutely impossible for the lens to cloud or for the segment to come loose, Our process of 
fusing these lenses is controlled by United States Letter Patent No. 827,500, owned by us, and is the best system 
that has ever been devised for doing this work. We guarantee our Fused Bifocals to be as absolutely perfect as 
such lenses can be made. 

Our equipment and facilities have been so increased within the past sixty days that we are prepared to 
supply any demand made upon us within forty-eight hours, and solicit all of the orders of our customers for 
this style of lenses. When ordering, specify Hardy Fused Bifocals. 


Our prescription prices are as follows: 


Flat. Peritoric 
Edged Rimless Edged Rimless 
Sph. Prism §00 5:25 7.00 7.25 


Gem. Crt, Priom 6,00 8.25 8.50 | 

Extras over the foregoing prices are charged as follows: 


F. A. HARDY & CO., | 


CHICAGO NEW YORK ATLANTA DENVER LONDON 


No physician car afford to be indifferent regarding the accurate filling of his prescription. 
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Dr. H. H. Martin’s Latest Improved Tonsil Snare with 2 Vedder 
Tips. Strongest and simplest Snare on the market ... .$12.00 


No. 1003. Nebulizing Outfit 
with 6-bottle nebulizer, 
complete in table, pump, 
Complete catalogue of atom- 

izing outfits sent upon request. 


The Four-Drawer Acme Of- 
fice Treatment Table with 


Aseptic Instrument Cabinets. milk-white glass top, shelf The Improved Coakley Illu- 
F All Steel. and drawer front. A beauti- minator with special lamp 
W. C. 258. 3 plate glass ful office fixture.......... $30.00 and condensor ............ $20.00 
$45.00 ; 
W. C. 257. 4 plate giass 
50.00 Send for catalogue contain ing the best up-to-date line of 
We make various sizes of Treatment Tables, Instrument Cabinets, Sterilizing 
single and double door cab- 


Outfits, and hundreds of oth-er office fixtures. 
inets. 


The Max Wocher & Son Co. 


MANUFACTURERS OF OFFICE FURNITURE 
AND SURGICAL INSTRUMENTS, 


19-21-23 W. Sixth Street, Cincinnati, Ohio. 


No physician can afford to be indifferent regarding the accurate filling wf his prescription. 
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ADVERTISEMENTS. 


Mulford’ 
Antitoxin 


and the New Syringe 


Metal 
Finger-rests 


Sterile 
Rubber 


Plug 
Y 


“ Flexible Joint 


Every dose furnished in this 
Perfected Syringe 


Advantages of New Syringe: ASEPSIS, contamination impossible. 


Positive Working: The metal plunger screws into the rubber plug, adjusting 
pressure and making action positive. 


Metal finger-rest with rubber guard at top of syringe prevents any possibility of 
syringe breaking or injuring operator’s hand. 


Needle attached with flexible rubber joint permits motion of patient without 
danger of tearing the skin—a great advantage in administering to children. 


Our new adjustable rubber packing possesses great advantages; it is readily 
sterilized, does not harden, shred, absorb serum or become pulpy. 


Simplicity and accuracy—no parts to get out of order. 


Mulford’s Antitoxin is Accepted 
Everywhere as THE STANDARD 


The higher potency enables us to use much smaller syringes. 
Minimum bulk—maximum therapeutic results 


Brochures and Working Bulletins sent upon request 


H. K. MULFORD CO., Philadelphia 


New York Ghicago St. Louis Minneapolis San Francisco 


No physician can afford to be imulffereut regarding tue accurate filling vf tiie preseriptien 
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ADVERTISEMENTS. 


THE ANTIKAMNIA CHEMICAL COMPANY -ST.LOUIS, U.S.A. 


Glyco-Thymoline 
is indicated for 
Catarrhal Conditions 


Nasal, Throat, Intestinal 
Gastric, Rectal and 
Utero-Vaginal 


Liberal samples free on application 


Kress & Owen Company 
210 Fulton Street, New York 


No physician can afford to be indifferent regarding the accurate filling of his prescri 
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ADVERTISEMENTS. 


EUCAPREN 


Astringent and Anesthetic 


One per cent Beta Eucain Lactate in 1:5000 Sup- 
rarenalin Solution. 


A stable article that will prove very convenient to the 
eye, ear, nose and throat men, and in all minor operations. 


Eucapren Solution, 1 ounce bottles, and Eucapren 
Triturates, 20 in a vial. One triturate makes 15 minims 
of solution. 


ARMOUR COMPANY 


Throat Pastilles 


SOFT, DEMULCENT, PALATABLE. 


The ‘‘Allenbury’s’’ Throat Pastilles have been employed 
with great success for many years, in the treatment of throat 
affections. 


Their basis is a special Pate de Jujube which in itself is 


both soothing and palatable but which at the same time renders 
the local action of the drug incorporated more certain than when 
ordinary hard lozenges or gargles are used. 

SAMPLES 
and a full list showing formulz sent to medical men on request. 


The ALLEN & HANBURYS CO. Lia. 


TORONTO, CANADA. LONDON, ENGLAND. 


NIAGARA FALLS, N. Y. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Dr. Welty’s Tonsil Snare. 4 
In this Snare the wire is held by a clamp. No stylette is required. 


Dr. Coakley’s Flexible Graduated Sinus Probes. Three Sizes. 


Dr. Carter’s Double Spiral Tonsil Tenaculum. 


MEVRowit 


Dr. Hurd’s Septal Ridge Forceps. Simple but powerful. 


104 East 23d Street, NEW YORK. 
Manufacturer of Ophthalmological, 


Medico-Optical and Electro-Surgical Instruments. 


New York: 104 East 23d St. 125 West 42d St. 237 Fifth Ave. 650 Madison Ave. 
Minneapolis: 604 Nicollet Ave. St. Paul: 48 East Sixth St. 
London: la Old Bond St. Paris: 3 Rue Scribe. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 11 


IX Van Swietengasse 10 
VIENNA, AUSTRIA 


MANUFACTURER OF 
Medical and Surgical Instruments and Apparatus 
Branches: 
1. FRANZENRING 22 
Opposite the Royal University 
IX LAZARETHGASSE 13 


Opposite the Royal University Clinic 


WE MAKE A SPECIALTY 


OF 


Ear, Nose and Throat 


Instruments. 


Fletcher's Maxillary 
Sinus Punch Forceps. 


Pan-electroscope. 
Dealer in all kinds of instruments and apparatus used in medicine and surgery. 
Our supplies have an international reputation for excellence. 


__WAPPLER 


This is the Hays Pharyngoscope. 


The original instrument. 
Price, complete with sterilizer and case, $30.00 


If it is in the electro-medical line, we make it. 
Write for descriptive matter. 


eo Wappler Electric Manufacturing Co. 
This electric auriscope may be 


used for both massaging and oper- Manufacturers of highest grade electro- 
ating, and is conceded to ‘be. the medical apparatus and instruments, 


best one on the market. 173-175 East 87th Street, New York City, N. Y. 


~ No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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New 


Style 128 A. 


Price, $20.25 Cash. 


This table on the installment plan, $22.50; 
payable $7.50 cash with order and $5.00 per 
month. 


Style 131% I. C. 


Price, $51.75 Cash. 


On installments $57.50; payable $12.50 cash 
with order and $5.00 per month. 


SEE THE TABLES AND OUR FULL LINE 
ON EXHIBITION AT THE AGENCIES 
BELOW. 


Write for Catalog “Ss.” 


W. D, ALLISON CO. 


930 N. ALABAMA STREET, 
INDIANAPOLIS, IND. 


Branches: 


New York—110 E. 23rd St. 
Chicago—35 E. Randolph St. 
Boston—691 Boyiston St. 
Philadelphia—411 Mint Arcade. 
Minneapolis—314 Medical Block. 

St. Louis—525 Odd Fellows’ Bldg. 
Pittsburzg—Empire Building. 

Tacoma, Washington—919 Pacific Ave. 
Los Angeles—32S S. Broadway. 


EVERY ARTICLE FULLY GUARANTEED. 


For the Nose, Throat and Ear Specialist. 
IMPERIAL STEREOSCOPIC 
ANATOMY OF THE HEAD AND NECK. 
PREPARED BY 
PROFESSOR D. J. CUNNINGHAM, M.D. 

(Edin. et Dubl.) F. R. S. etc. Prof. Anatomy 
University of Edinburgh. 
PROFESSOR DAVID WATERSTON, M. D., 
F, R. C. S. E, etc. Prof. of Anatomy, King’s 
College, London. 
PROFESSOR MATHEW H. CRYER, M. D., 
D. D. S., Philadelphia. Prof. of Oral Sur- 
gery, University of Pennsylvania. 
FREDERICK E. NERES, M. D., Denver, Colo. 
Formerly Chief of Clinic, Otological Depart- 
ment, Manhattan E. E. N. & T. Hospital. In- 
structor in Otology, and Operative Otology. 
New York Post-Graduate Medical School and 
Hospital. 
This practical and instructive publication con- 
sists of ONE HUNDRED AND THIRTY-SIX 
STEREOSCOPIC VIEWS MADE FROM AC- 
TUAL SPECIMENS WITH DESCRIPTIVE 
TEXT constituting a complete and systematic 
dissection of the Head and Neck. It represents 
many years of careful, painstaking work by the 
collaborators, the selections having been culled 
from thousands of normal subjects collected in 
England, France, Germany, Holland and America. 

Descriptive printed matter and terms of sale 
mailed upon request. 


IMPERIAL PUBLISHING COMPANY, 
PUBLISHERS. 
27 East 22ND STREET, New York. 


HUSTON’S LATEST IMPROVED 
HEADLIGHT 


Superior to all similar head- 
lights. Entirely cf metal, with 
double adjustable ball-bearing 
socket. No cloth or leather parts, 
no asbestos. Bulb 
of tipless type is of 
natural frosted 


etc. Head-band hand- Complete with nickel re- 
somely polished and flector, folding metal 
nickeled, Can be folded band, glass bulb and 8 /¢. 
te fit the pocket. Can finest silk covered cord. 
be used on any 110-volt : 
circuit or with cells if necessary. Orders filled 
promptly 


Read what this physician says: 


Altoona, Pa.. September 6, 1910. 
Huston Bros. Co. 

Gentlemen :—Please send two extra lamps for your 
$5.00 headlight which I bought two years ago. ‘It has 
been eminently satisfactory, having been in daily use 
for both office and operative work ever since its pur- 
chuse and has been used on both ee and direct 
current. The original bulb has been the only one used. 


Yours truly 
DR. H. D. HOGUE. 
HUSTON BROS. CO. 


ATLAS BLOCK, CHICAGO. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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This Oil Nebulizer Free to all sub- 
scribers to this Journal.2& 


yar 


Serial No. 63, under which our formula is 
Guaranteed. 


R Menthol . 
Oleum Eucalyptus Globulus 9.520 
Oleum Zeylanicum Cinnamonum..0.208 grm. PINEOLEUM given internally in teaspoon- 
Oleum Dacrydium Cupressium....1.041 grm. cour times a day, 
qs. rane, Will Gut. chert ae tn’ 
Liquid Petrolatum (dble. refined) 100 c. c. head from % to % its usual run. 


We will forward, free of all charges, to any Physician sending us this “ad.” who 
has not before had one, an improved oil nebulizer and a bottle of Pineoleum, (regular 
ate Pineoleum is a scientific preparation for catarrhal conditions of mucous 

CLAIMS. 

We claim special effects and virtues from our PINEOQLEUM. 

1. Because we use bland neutral Petroleum oil as a base from 
which every particle of mineral matter and irritating substance has 
been removed. 

2. Because we use only the triple distilled oil of Eucalyptus 
Globulus, obtained from the leaves of the Eucalyptus Globulus tree, 
while the commercial oil of Eucalyptus is distilled from the leaves 
of many varieties of the Eucalyptus trees. 

3. Because we use the heavy oil of Ceylon Cinnamon which 
wholesales at $11 a pound, made from the root of the Ceylon Cin- 
namon plant. The commercial oil of Cinnamon is being made 
from the leaves and wholesales at less than $1 a pound. 

4. Because our Pine Needle oil. (oleum cupressium Dacrydium) 
is the very best grade of imported Pine Needle oil, free from all 
the resins and irritating substances. 

5. Because our Menthol and Camphor are of the best quality 

obtainable and manufactured by the old reliable firm of Merch & 

Company. 

6. Because the aromatics used are free from irritating properties 

and especially selected for use in our preparation. 
PINEOLEUM is the best alkaline antiseptic oil preparation be- 
fore the profession for use after intra-nasal operations, whether 


with knife, scissors or cautery, because it is 


ANODYNE Sterile Gauze Satu- 
ANTISEPTIC rated with Pineoleum 
DEODORIZING and makes an Ideal Wet 
EMOLLIENT Surgical Dressing. 


The Pineoleum Company 


Greenwich, Corner Thames Street 


NEW YORK CITY 


Original 4-oz. Bottle. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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14 ADVERTISEMENTS. 


THE ANTIKAMNIA CHEMICAL COMPANY-ST.LoulS, U.S.A. 


CLOLLECT 


Your Fees 


The public appreciate prompt and effective 
service. It is a duty you owe your- 
self to make prompt COLLEC- 
TION. My specialty is 


Physicians’ ACCOUNT BOOKS 


My system of Book-keeping is simple, 
practical, legal and correct. Over 
twenty years of success has proven it. 
Illustrated sample sheets FREE on 
request. 


ADDRESS 
ADOLPH BERND, 


P. O. Box 598. ST. LOUIS, MO. 


7 


NOTICE 


We have a few Copies of 
our 1909 Index=Medicus of Oto- 
Laryngology stillon hand, which 
can be obtained at $1.00 per copy. 


Orders Sent in will Receive 
Prompt Attention. 


The Laryngoscope, 
3858 Westminster Place, 
ST. LOUIS. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Mulford’ 


ntitoxin 
and the New Syringe 


v 


Finger-rests 


Sterile 
Rubber 


va. 


4 


Flexible Joint 


Every dose furnished in this 
Perfected Syringe 


Advantages of New Syringe: ASEPSIS, contamination impossible. 


Positive Working: The metal plunger screws into the rubber plug, adjusting 
pressure and making action positive. 


Metal finger-rest with rubber guard at top of syringe prevents any possibility of 
syringe breaking or injuring operator’s hand. 


Needle attached with flexible rubber joint permits motion of patient without 
danger of tearing the skin—a great advantage in administering to children. 


Our new adjustable rubber packing possesses great advantages; it is readily 
sterilized, does not harden, shred, absorb serum or become pulpy. 


Simplicity and accuracy—no parts to get out of order. 


Mulford’s Antitoxin is Accepted 
Everywhere as THE STANDARD 


The higher potency enables us to use much smaller syringes. 
Minimum bulk—maximum therapeutic results 


Brochures and Working Bulletins sent upon request 


H. K. MULFORD CO., Philadelphia 


New York Chicago St. Louis Minneapolis San Francisco 


No physician can afford to be indifferent regarding the 
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ADVERTISEMENTS, 


ROYAL, EAR HOSPITAL 
DEAN STREET, SOHO. LONDON, W. 
Patrons—Their Majesties the King and Queen. 
SURGEONS 
Mr. Macleod Yearsley, F.R.C.S. Eng. Mr. Rictiard Lake, F.R.C.S. Eng. 
ASSISTANT SURGEONS 
Mr. R. S. Cocke, F.R.C.S. Edin. Dr. E.A. Peters, F.R.C.S. Eng. ‘Mr. A. Evans, F.R.C.S. Eng. 
Clinical Instruction daily at 2 p.m. and 6 p.m. by members of the staff. 
In-patient operations Tuesday and Friday at 2 p.m. 

Out-patient operations Tuesday at 9 a.m. 

Fee, for course of 6 weeks, = = = = - = = = = 1 guinea. 


WM. A. FISHER, M. D., President A. G. WIPPERN, M. D., Vice-President 


Chicago Eye, Ear, Nose and Throat College, 


Street 
A Post Graduate School for Practitioners of Medicine 


FACULTY: 
W. A. Fisher, M. D., 103 State St. A. H. Andrews, M. D., 100 State St. 
J. R. Hoffman, M. D., 103 State St. J. C. Beck, 92 State pt. 
Thomas Faith, M. D., 103 State St. Oliver Tydings, M. D., 103 State St. 
E. J. Gardiner, M. D., 34 E. Washington St. H. H. Brown, M. D., 103 State St. 
A. G. Wippern, M. D., 100 State St. Cc. W. Geiger, M. D., Kankakee, II]. 
H. W. Woodruff, M. D., Joliet, Ill. J. A. Cavanaugh, M. D., 72 Madison St. 
B. F. Andrews, 100 State St. E. La Mothe, M. D., 72 Madison St. 
R. G. Fisher, 206 E. Washington St. H. D. James, M. D., 103 State St. 


Large hospital building for Eye and Ear cases only. Hospital charges include board 
medicine and nursing, $10.00 a week and up. This does not include Surgeon’s charges 
for professional services. Abundant clinical material. Courses six weeks. Enter any 
time. Teaching clinical. Free beds are provided for charity cases. Appointments made 
through the Profession only. A House Physician is appointed in June and December 

Write for announcement to JOHN R. HOFFMAN, M. D., Secretary. 


ea AMTENTION! SUBCRIBERS TO THE LARYNGOSCOPE, 
1 To every present subscriber to Zhe Laryngoscope who will “28 
2a send us two [2] New subscriptions, we offer free a paid up re- 
newal of his own subscription to this journal for one year. “ca 
Bas Here is an opportunity to aid us in increasing the effective- “oa 
ness of Zhe Laryngoscope, and incidentally to secure free a 
ne year’s subscription. Address “oa 
1a THE LARYNGOSCOPE, | 
na 3858 Westminster Place, St. Louis, Mo. a 


OUR SPECIAL NOSE AND THOAT SPECIALISTS’ STAND. 
Very Convenient for the Nose and Throat Specialist. 

Stand is made of steel oxidized. Size 111% inches long and 
3% inches deep. Top shelf is 31% inches and bottom shelf 
2inches high. Front shelf contains two each, crystal, amber 
and blue two-ounce salt mouth glass stopper bottles. Back 
shelf contains three each crystal and amber dropping bottles 
with ground in pipettes. Each complete with white rubber 
nipple. PRICE complete as described. 

Our 750 page Illustrated Surgical Instrument Catalog sent 
FREE, EXPRESS PREPAID, upon receipt of request. 


Manufacturers and Importers of P 
< High Grade Surgical and Veterinary Instruments and Hospital Supplies 
SANDS 92 WABASH AVENUE, Two Doors North of Washington St., CHICAGO, ILL. 
~ Established 1844. Incorporated 1904. 
We are the Largest Manufacturers of Surgical Elastic Goods in the United States 


No physician can afford to be indifferent regarding the accurate filling of his prescription 
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BOWLES 


STETHOSCOPE 


Price, $4.00 HAS vil SUPERIOR Price, $4.00 


For Sale by All Surgical Dealers 


MADE ONLY BY 


G.P.PILLING & SONCOMPANY | 


PHILADELPHIA, U. S. A. 


The Standard Which Others are 


if 


GIANT EYE MAGNET 


Furnished With or Without Crane, as Desired. 
OPERATES ON ALTERNATING CURRENT 
just as satisfactory as on direct current, when 

THE NEW VICTOR No. 2 RECTIFIER 
is used. 


“After your first trial and successful attempt in the re 
moval of a piece of steel from the interior of the eye by 
means cf the magnet, you will be repaid for all your outlay. 

“The feeling of intense satisfaction that comes over you 
after finishing this task is certainly akin to the delight 
feit by the general surgeon in verifying his diagnosis in a 
brain tumor or in the removal of a suppurative appendix 
with a well-earned self-credit that he has not only been 
able to see the cause, but remove it and save life.” 


4. < f Don’t Fail to Send for the New Reprint, 
“THE VALUE OF THE MAGNET IN EYE SURGERY.” 


4 postal request will bring it and our catalog to you free 


VICTOR ELECTRIC COMPANY, 55-61 Market St., Chicago. 


Branches and Agencies in all principal cities. 


No physician can afford to be indifferent regarding the accurate filling of his prescriptior 
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BY DR. CHEVALIER JACKSON. 


GASTROSCOPY 


“To Dr. Jackson credit must be given for having writ- 
ten the first book published in the English language 
pertaining to the rapidly developing departments of 
surgery, oesophagoscopy and 
troscopy. The book is very well illustrated. 
giving pictures "of instruments, topography, Roentgen 
photographs, position in operations, etc. The 
bibliography cites 358 essays and books, a ‘testimony tu 
the industrious labor of the author, who can be con- 
gratulated upon producing such a book."—New York 
Medical Journa!. 


“A complete description of the various instruments 
occupies Chapter 2, with the various lighting methods 
and the advantages and disadvantages of each. . 

The whole book is thoroughly illustrated and every de- 
tall of technic is worked out for the practical benefit 
of the reader.” —Journal of the American Medical Association. 


*Dear Dr. Jackson: Thank you very much for the 
copy of your epoch-marking book on Endoscopy, whicn 
I have received and read attentively. In directness and 
simplicity of style, as well as in comprehensiveness of 
subject matter, it is a ciassic.—Solomon Solis Cohen.” 


“It gives thorough directions for selection and use of 
instruments. The well selected illustrations include al- 
most all the instruments used ,by the several authorities, 
and ten electrotype productions of radiographs. The 
coior plates contain 68 well proauced normal] and = 
logical views of the parts discernible. It is 
necessary reference book for every laryngoloyist, and an 
exceedingly interesting one for every progressive prac- 
titloner.”— Homeopathic Eye, Ear and Throat Journal. 


WHAT THE REVIEWERS‘ SAY 


“It is unnecessary to dwell upon the value to medical 
science of the development of these highly special and 
technical methods of examination of vital regions. . 

Hitherto the only available information in the English 
language on the subject has been scattered reports of 
cases. This is the first book published in the English lan- 
guage in this rapidly developing department fm special 
surgery. Dr. Jackson’s monograph, which is profusely il- 
lustrated, having numerous pictures in the text, and five 
colored plates, is a noteworthy addition to the literature, 
and doubtless will be accorded an enthusiastic recep- 
tlon.”— British Mediwal Jow 

“I greatly admire the skill of the author, who states 
with almost mathematica] exactness all the details of 
technique, and I recognize there the method and arrange- 
ment of Prof. Killian, who disposes everything and an- 
ticipates as far as possible that which he fears may 
occur, not leaving even the least thing to chance. The 
colored plates are very beautiful; they are not inferior 
to those which are published in Leipzig.”"—Dr. V. Dei- 
saux in La Presse Oto-Laryngologique Belge. 

“He has given us an exceedingly well written and 
well illustrated work. very chapter gives 
evidence of the author’s” familiarity with the subject. 

It is a book which those doing or contemplating 
this line of, work cannot afford to be without.” 
of Ophthalmology and Oto-Laryngology. 

“This book fllustrates, in the most complete and mod- 
ern manner, the very newest and most intricate branch 
of our specialty. 
typography leaves to be desired.”— Archivio 
Italiano di Otologia, Rinologia e Laringologia. 


Cloth, large octavo, 200 pages, 83 illustrations, 5 full-page colored plates. 
(Foreign, 17 sh., 17 mks., 21 fr.) 


Price, prepaid, $4.00. 


SEND CROERS, WITH REMITTANCE TO 


THE LARYNGOSCOPE 


3858 Westminster Place, St. Louis, Mo. 


The Laryngoscope Co., 


livery of the volume. 


Name 


must be added to pay exchange cost. 


3858 Westminster Place, 
St. Louis, Mo. 


I hereby subscribe for one copy of JACKSON’S Tracheo-Bronchoscopy, 
Esophagoscopy and Gastroscopy, for which I agree to pay $4.00 on de- 


P.O.0., Express Money Order or New York Draft on/y accepted. 


If persona check is sent, 15 cents 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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PHOTOGRAPHIC ATLAS 


RADIOGRAPHY 


of th 


Mastoid Region 


and of the 


Nasal Accessory Sinuses 


BY 
JOSEPH C. BECK, M. D., 


Attending Oto-Laryngologist in the Cook County Hospital; Clinical Professor 
in the College of Physicians and Surgeons, Professor of Oto-Laryngology 
in the Chicago Eye, Ear, Nose and Throat College and Attending 

Oto- Laryngologist to the North Chicago Hospital. 


Loose-leaf Atlas, containing 25 actual, 8x10 photographic 
plates, 4 pages of stereoscopic photographs, and 20 pages of 
descriptive text of technic of special radiography and stereo= 
photographic technic, together with interpretive tracings 
of all plates. Bound in full cloth, leather back and loose- 
leaf form. Price, $8.06. (Foreign, 32 s., 32 Mks., 40 fr.) 


The edition is limited, and subscriptions should be sent in promptly. 
The Atlas will be ready for delivery October 1, 1910. 


This is a complete working and reference Atlas of Radiography of the 
Ear and Nasal Accessory Sinuses. 


Date 
The Laryngoscope Co., 
3858 Westminster Place, St. Louis, Mo. 
I hereby subscribe for one copy of Dr. Joseph C. Beck’s Photographic Atlas 
of Radiography of the Mastoid Region and of the Nasal Accessory Sinuses, 


for which I agree to pay $8.00 on delivery of the volume. 
Name 


Address 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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In all disorders of the respiratory tract in which 
inflammation or cough is a conspicuous factor, incomparably 
beneficial results can be secured by the administration‘of 


‘The preparation instantly diminishes cough, augments 
expulsion of secretions, dispels oppressive sense of 
suffocation, restores regular, pain-free respiration and 
subdues inflammation of the air passages. 


The marked analgesic, antispasmodic, balsamic, 
expectorant, mucus- modifying and inflammation- 
allaying properties of GLYCO-HEROIN (SMITH) 
explain the curative action of the Preparation 
in the treatment of 


Coughs, Bronchitis, Pneumonia, 
Laryngitis, Pulmonary Phthisis, 


Asthma, Whooping Cough 


ut and the various disorders of the breathing passages 


GLYCO-HEROIN (SMITH) is admittedly the 
ideal heroin product. It is superior to preparations 
containing codeine or morphine, in that it is 
vastly more potent and does not beget the 
bye-effects common to those drugs. 


Dose.-— The adu!t dose is one teaspoonful, reneated 
every two or three hours. For Children of more than three 
years of age, the dose is from five to ten drops. 


Samples and exhaustive literature bearing upon the preparation 
will be sent, post paid, or request 


MARTIN H. SMITH ComMPANY, 
NEW YORK, U.S.A. 


No physicia.. can afford to be indifferent regarding the accurate filling of his prescription 
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“AMPOULES OF” 


Adrenalin Chloride Solution, 1: 10 000 


GLASS CONTAINERS) 
FOR’ WYPODERMATIC INJECTION. 


~The most powerful of astringents and hemostatics, Adrenalin Chie- 
ride Solution lends itself to‘ many practical ‘uses, Since the timé of its 
introduction it has been marketed in ounce vials,‘and of the-strength of 
1:1000.. Experience has shown; however, that a weaker solution is much 
more frequently required than the “‘full strength’’; and while itis>gen- 
erally an easy matter to dilute with water om normal saline solution, im 
certain emergencies an already fully ‘diluted: preparation is to: be 
ferred. For hypodermatie injectién the small pack- 
age will be found of great convenience. N 


SOME INDICATIONS FOR THE HYPODERMATIC USE. or 
ADRENALIN. GHLEORIDE SOLUTION. 


Shock Postpartam 
Cerdiac and Asthma 
Osteomalacia 
ible hag ~Whooping-conugh 


off the neck of the ampoule ‘At the file-mark, as shown in 
tration, Use an ordinary hypodermatie syringe. Insert the point of: the needle behindthe 
shoulder of the ampoule—notto the bottom. (See cv.) “Elevate the bottom of the antpoule 
as the piston of the syringe is withdrawn, and:-th- contents can be removed to th; last drop. 


‘PARKE, DAVIS & COMPANY 


LABORATORIES: Detroit, Mich.; Walkerville, Ont.s Hounsie. 

BrANGHES: New York, Chicago, St Lonis, Boston, Baltimore; New Orlea is; Kansas. 

‘Minneapolis; London, Eng.; Montreal Que.; Sydney, N.S St Russia; 
Bombay, India; Tokio, Japan; Buenvs Aires, Argentina. 
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